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TO/  > 

we  re 


THROUGH  BETTER  INFORMATION,  WE’RE  HELPING  YOU  IMPROVE 
THE  QUALITY  OF  HEALTH  CARE  FOR  ALL  ARKANSANS. 


Arkansas  Foundation  for  Medical  Care  (AFMC)  serves  as  a leading  resource  of 


health  care  information  to  support  both  providers  and  patients. 


Through  initiatives  like  our  Health  Care  Quality  Improvement  Program 


(HCQIP),  we  help  health  care  professionals  identify  opportunities  to  improve  the 


delivery,  quality  and  cost-effectiveness  of  health  care.  Combining  the  most  current 


data  analysis  and  clinical  practice  guidelines,  our  collaborative  improvement  projects 


are  setting  a new  standard  in  evidence-based  medicine. 


Together,  we  can  help  give  all  Arkansans  the  quality  health  care  they  deserve. 


Arkansas  Foundation 
for  Medical  Care 


For  more  information  on  HCQIP  projects,  Medicaid  Managed  Care  Services,  and  Health  Data  Solutions, 
contact  the  Arkansas  Foundation  for  Medical  Care  at  501-649-8501  or  call  our  Beneficiary  Helpline  at  800-272-5528. 

or  visit  our  web  site  at  http://www.afmc.org 


Pledging  commitment  is  one  of  the  most 
important  things  that  human  beings  can  do  for 
one  another.  It  means  I'll  do  only  my  best  for  you. 
I'll  fight  for  your  rights.  I'll  be  there  for  you. 


At  Snell  Laboratory  we  make  that  type  of  commitment  to 
each  of  our  patients.  We  dedicate  ourselves  to  making 
them  as  comfortable  and  as  mobile  as  possible.  We  give 
them  back  as  much  of  their  former  life  as  we  can. 


A Match  Made  In  Heaven. 


Our  computer-aided  design  and  manufacture 
(CAD/CAM)  system  makes  so  much  more  possible  in 
creating  custom-fit  prostheses  than  ever  before.  And 
new  lightweight,  space  age  materials  mean  more 
for  our  patients  with  custom  orthoses. 

So  regardless  of  what  responsibilities  your  EES 


patients  agree  to  in  life,  from  going  out  to  play  to 
attending  a special  occasion,  our  commitment 
to  comfort  never  waivers. 

— Snell  Prosthetic  and  Orthotic  Laboratory  has 
E-jjE  been  in  business  since  1911.  We've  said  "I  do " to 
===  our  patients  since  day  one. 


1- 


Prosthetic  & Orthotic 
Laboratory 


THE  LATEST  IN  TECHNOLOGY.  THE  BEST  IN  CARE. 


Offices  located  in  Little  Rock,  Russellville,  Fort  Smith,  Mountain  Home,  Fayetteville,  Hot  Springs,  North  Little  Rock,  and  Jonesboro. 

Little  Rock  (501)  664-2624  • Statexvide  Toll-free  1-800-342-5541 

Fmmdinr  Members  nf  PrimrC are  DfrP  Nrhnnvk  - w7»»o-  thr  snuthorv  1 hujgd  Sjflfga 


Sure,  car  makers  can 
make  a good  car. 
But,  does  that  make 


At  Autoflex  Leasing,  we  don’t  make  cars..  .We  Make  Car  Leases!  And  lots  of  them.  In  fact,  we  have  over  50  different 
leases  to  choose  from  on  every  vehicle.  Chances  are  you’ll  save  money  with  our  Flexlease.  A lot  of  your  peers  have. 
Call  Today.  After  all,  why  woidd  you  get  a lease  from  a car  company  when  you  can  get  a lease  from  a lease  company? 
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Medical  board 
at  the  top 

The  Arkansas  State 
Medical  Board  ranks 
fourth  among  state 
medical  boards  as  the  best 
in  disciplining  physicians 
who  fail  to  follow  specific 
state  regulations, 
according  to  a report 
released  in  April  by  the 
Public  Citizen’s  Health 
Research  Group. 

In  1998,  the  Arkansas 
State  Medical  Board 
handed  down  8.32 
actions  per  1 ,000 
physicians,  according  to 
the  report,  based  on  data 
from  the  Federation  of 
State  Medical  Boards. 
Actions  include  license 
revocations,  surrenders, 
suspensions  and  proba- 
tion/restrictions. 

The  other  top  state 
medical  boards  included 
Alaska,  15.4  actions  per 
1,000  physicians, 
Oklahoma,  9.23  actions, 
Mississippi,  8.92  actions, 
and  West  Virginia,  7.68 
actions.  States  most 
lenient  on  problem 
physicians  were  Massa- 
chusetts, Missouri, 
Florida,  Delaware  and 
Tennessee. 

Officials  with  Public 
Citizen  say  the  report 
raises  serious  questions 
about  how  well  patients 
in  states  with  poor 
disciplinary  rates  are 
being  protected  from 
physicians  who  might  be 
barred  from  practicing  in 
states  with  more  active 
medical  boards. 

The  full  text  of  the 
report  is  available  at 
Public  Citizen’s  web  site 
at  www.publiccitizen.org. 


Hospital 
charges  less 
than  average 

Average  costs  for 
patients  who  are  admitted 
to  Arkansas  hospitals  for 
diagnostic  work,  treat- 
ment and  surgery 
continue  to  be  less  than 
charges  in  the  country’s 
other  hospitals,  according 
to  a report  in  the  1999 
edition  of  the  American 
Hospital  Association’s 
Hospital  Statistics. 

The  average  bill  for  a 
hospitalized  patient  in 
Arkansas  was  $9,504  in 
1997,  the  most  recent 
year  information  is 
available.  That  compares 
with  a national  average  of 


$12,054  and  $11,808  for 
hospitals  in  the  West 
South  Central  region  of 
the  country  — which 
includes  Arkansas, 
Louisiana,  New  Mexico, 
Oklahoma  and  Texas. 

Arkansas  ranked  41 
among  the  50  states  and 
the  District  of  Columbia 
in  charges  per  stay. 
Washington,  D.C.  posted 
the  highest  charges 
($18,815),  followed  by 
Hawaii  ($15,933), 
Nevada  ($15,684), 
California  ($14,817)  and 
Alaska  ($14,663).  The 
least  expensive  hospital 
stays  were  in  Mississippi, 
Iowa,  Idaho,  Wyoming 
and  Maryland. 

Arkansas  hospitals 


collected  $5,142  of  the 
$9,504  average  per  stay 
— about  54  percent  of 
billed  charges.  Forty-six 
percent  of  charges  were 
written  off  as  discounts, 
bad  debts  or  other 
causes.  The  U.S.  average 
for  uncollected  charges  is 
46.75  percent. 

Money  for  UAMS 

The  American 
Medical  Association 
Foundation,  the 
philanthropic  arm  of  the 
AMA,  gave  more  than 
$17,000  to  the  Univer- 
sity of  Arkansas  for 
Medical  Sciences  for 
medical  education 
programs. 

The  funds  were  given 
in  partnership  with  the 
Arkansas  Medical 
Society  as  part  of  an 
annual  program  by  the 
AMA  Foundation  that 
raises  $2  million 
nationwide  to  help  offset 
the  high  costs  of  medical 
education  and  support  for 
the  areas  of  medical 
research. 

“Throughout  the 
AMA  Foundation’s 
history,  it  has  worked  to 
keep  pace  with  the 
expanding  and  evolving 
needs  of  the  medical 
community,”  said  Dr.  J. 
Edward  Hill,  president 
of  the  AMA  Founda- 
tion, in  a released 
statement.  “By  provid- 
ing financial  resources 
to  medical  schools,  we 
believe  we  are  helping 
guarantee  that  quality 
patient  care  and  solid 
medical  education 
maintain  high  levels  of 
excellence.” 
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Special  incentives  for 
physicians  & medical  students 


Montgomery  G.I.  Bill 
Clinical  Clerkship  Training 
Flexible  Training 
Immediate  Clinical  Experience 


Check  us  out: 

501-212-4123  or  1-800-395-8332 


1 -800-Go  Guard 


To  protect  your  reputation,  we 
take  every  claim  seriously. 

Even  the  most  absurd  claims  can  be 
damaging  if  they’re  not  handled  properly. 
Which  is  why  the  full  weight  of  our  more  than 
60  years  of  experience  in  medical  liability 
insurance  is  brought  to  bear  on  each  and  every 
claim,  no  matter  how  frivolous  that  claim  may 
appear.  In  fact,  when  appropriate,  we  have 
appealed  cases  all  the  way  to  the  United  States 
Supreme  Court,  at  no  additional  cost  to 
policyholders.  Because  you  can’t  put  a bandage 
on  a damaged  reputation. 


^STRiiil 

Medical  Services 

© 1999  St.  Paul  Fire  and  Marine  Insurance  Company 
Coverages  underwritten  by  St.  Paul  Fire  and  Marine  Insurance 
Company  or  another  member  ofThe  St.  Paul  Companies 
www.stpaul.com 
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New  President’s  Goals  Include 
Tapping  Younger  Members 


{ PRESIDENT’S  PROFILE  } 


Lloyd  G.  Langston,  MD 

Private  practice,  South  Arkansas  Ear, 
Nose  & Throat  Clinic,  Pine  Bluff 


Date  of  Birth: 

Aug.  13, 1941 

Marital  Status: 

Wife:  Glenda 

Three  children:  Allison,  25,  Blake,  24, 
and  Grant,  21 

Hobbies  and  interests: 

Hunting,  fishing,  golf,  tennis 


Education: 

Mississippi  State  University,  1959-1963 
University  of  Arkansas  for  Medical  Sciences, 
1963-1967,  MD  degree,  BS  in  medicine 
Internship  at  Confederate  Memorial  Medical 
Center,  1967-1968 

Residency  at  Louisiana  State  University  at 
Shreveport,  1968-1972 

Military  Duties: 

Staff  Otolaryngologist,  1972-1974,  U.S.  Na- 
val Regional  Medical  Center,  Oakland,  Calif. 

Certifications  and  Licensures: 

Certified  by  American  Board  of  Otolaryngol- 
ogy, 1974 

Fellow,  American  College  of  Surgeons 
Arkansas  State  Medical  Board 

Professional  Organizations: 

Arkansas  Society  of  Otolaryngology 
American  Academy  of  Otolaryngology,  Head 
and  Neck  Surgery 
Jefferson  County  Medical  Society 
Arkansas  Medical  Society,  treasurer,  1 992  -1 999 
AMS,  president-elect,  1998 
AMS,  president,  1999 


Lloyd  G.  Langston,  MD,  is  not 
new  to  the  leadership  of  the  Arkansas 
Medical  Society. 

After  Dr.  Bud  Irwin  decided  it  was 
time  for  some  “young  blood”  to  come 
on  board,  Dr.  Langston  became  an 
AMS  councilor  in  the  early  ’80s.  Since 
then,  he  has  moved  his  way  up,  serv- 
ing as  treasurer  for  six  years  and  as 
president-elect  in  1998. 

Just  as  he  was  brought  in  as  “young 
blood,”  Dr.  Langston  has  the  same  vi- 
sion for  the  next  year. 

“In  the  past,  doctors  have  gotten 
involved  with  the  Society  after  10  to 
12  years  of  being  in  practice,”  said  Dr. 
Langston,  an  otolaryngologist  in  Pine 
Bluff.  “But  things  are  much  worse  now. 
The  state,  Aetna,  Blue  Cross  Blue 
Shield  are  all  dictating  how  you  take 
care  of  your  patient.  And  if  we  can’t 
get  the  young  physicians  to  see  this, 
then  by  the  time  they  realize  it,  it  will 
be  too  late.” 

During  this  year,  Dr.  Langston, 
AMS  officers  and  staff  will  spend  time 
with  medical  students  and  residents 
helping  them  understand  the  need  for 
organized  medicine  in  the  days  of  man- 
aged care. 

Managed  Care  Wave 

The  influx  of  insurance  companies 
and  managed  care  has  posed  many 
problems  for  physicians  that  Dr. 
Langston  and  AMS  officers  are  work- 
ing to  remedy. 

“The  biggest  challenge  for  doctors 
is  maintaining  the  freedom  to  con- 
tinue taking  care  of  our  patients  with- 
out outside  interference,”  he  said. 
“Right  now,  we  have  someone  who  has 
no  training  telling  us  how  to  practice 
medicine.” 

One  of  Dr.  Langston’s  four  goals  is 
to  ensure  the  life  of  the  physician-pa- 


tient relationship.  With  the  trend 
moving  more  towards  managed  care, 
there  is  a tendency  to  lose  this,  he  said. 

“The  more  attention  given  to  pa- 
tients, the  better  chance  to  preserve 
the  best  health  care  system  in  the 
world,”  he  said.  “Managed  care  is  try- 
ing to  destroy  that.  They  don’t  even 
want  to  use  the  words  physician-pa- 


tient. Instead  they  use  words  such  as 
covered  lives  and  providers.” 

Another  goal  of  Dr.  Langston’s  is 
to  create  a special  section  of  AMS 
dedicated  to  monitoring  federal  regu- 
lations on  physicians,  such  as  record 
keeping  and  confidentiality  laws. 

“We  need  a full-time  person  that 
just  keeps  up  with  these  oppressive 
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Dr.  Lloyd  Langston,  Glenda  Langston,  Barbara  Moody  and  Dr.  Michael  Moody,  at  the  Annual  Session  in  Hot  Springs. 


programs  by  the  federal  government  that  are 
beyond  comprehension,”  Dr.  Langston  said. 
“Right  now,  this  is  strictly  talk  from  Wash- 
ington, but  we  want  to  stay  on  top  of  it  and 
help  doctors  defend  themselves  if  need  be.” 

As  past  chairman  of  the  AMS’  Long-range 
Planning  Committee,  Dr.  Langston  also  plans 
to  reactivate  this  committee.  This  will  help  the 
AMS  focus  on  its  goals  for  the  2 1st  century,  he 
said. 

Society  Involvement 

Dr.  Langston  says  the  experience  he  has 
gained  through  serving  as  an  AMS  officer  over 
the  past  years  has  prepared  him  to  see  these 
goals  through. 

As  a councilor  and  treasurer,  he  helped 
move  the  AMS  office  to  Little  Rock  and  over- 
saw the  hiring  of  a complete  staff.  Dr.  Langston 
also  participated  in  the  creation  of  the  Ar- 
kansas Health  Care  Access  Foundation,  a 
foundation  made  up  of  providers  in  Arkansas 
who  provide  free  medical  care  to  low-income 
Arkansans  without  medical  insurance  and  not 
served  by  Medicaid. 

He  helped  create  the  AMS’  legislative  af- 
fairs department,  bringing  staff  member  Lynn 


Zeno  on  board  to  monitor  laws  and  regulations 
affecting  physicians. 

On  the  managed  care  side,  Dr.  Langston 
helped  AMS  start  a managed  care  company 
that  was  physician-controlled.  The  company 
was  eventually  sold,  and  now  has  regional 
boards  across  the  state  that  oversee  provider 
groups. 

One  of  the  biggest  issues  Dr.  Langston 
has  worked  on  for  the  AMS  is  the  Society’s 
relationship  with  the  Arkansas  Department 
of  Human  Services,  which  oversees  Medic- 
aid. A lawsuit  occurred  after  the  state  threat- 
ened to  dramatically  cut  physicians  fees,  but 
with  the  leadership  of  Dr.  Langston  and  the 
other  members  of  the  executive  committee, 
the  AMS  and  DHS  worked  together  to  de- 
velop solutions  that  benefited  both. 

“All  this  has  been  great  for  the  state  of  Ar- 
kansas,” Dr.  Langston  said.  “They  come  to  us, 
we  discuss  the  plan  and  where  the  problems 
will  occur  from  a provider  standpoint.  It  gets 
everyone  involved  and  creates  a lot  less  hassle. 

“It  saves  a lot  of  money  for  the  state  of  Ar- 
kansas. Through  the  work  of  the  Society,  we’re 
willing  to  give  up  things  for  the  betterment  of 
the  program.”  ■ 


"The  biggest 
challenge  for 
doctors  is 
maintaining 
the  freedom 
to  continue 
taking  care  of 
our  patients 
without 
outside 
interference.” 
- Dr.  Lloyd  G. 
Langston 
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The  AMS  Membership  Directory 

A quick  and  easy  guide  to  AMS  physician  members, 
the  directory  provides  addresses,  phone  and  fax  numbers, 
specialties  and  E-mail  addresses.  Plus  other  health  related 
information.  The  directories  are  printed  each  year  in  late 
July. 

The  directories  are  $50  each.  With  a purchase  of  2 to  1 0, 
$45  each;  1 1 or  more,  $35  each.  (Note:  All  AMS  members 
receive  one  free  directory  through  the  mail  immediately 
after  publication  in  August  of  each  year.) 

The  AMS's  Physician's  Legal  Guide 

A compilation  of  state  and  federal  laws  affecting  the 
practice  of  medicine  in  Arkansas,  this  guide  is  1 70  pages  on 
topics  such  as  medical  records,  patient  abandonment,  medi- 
cal board  regulations,  Antitrust  Law,  Workers'  Compensa- 
tion, & much  more.  The  List  Price  is  $ 1 00.00.  AMS  Member 
Price  is  $70.00. 
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The  Journal  of  the  Arkansas  Medical  Society  is  pub- 
lished monthly.  Every  AMS  member  receives  The  Journal 
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Ordering  Information: 

Send  a check  or  money  order  made  payable  to  AMS  in 
the  amount  of  your  purchase  to:  AMS,  P.O.  Box  55088,  Little 
Rock,  AR  722 1 5-5088.  Be  sure  to  indicate  which  publication 
you  are  ordering  and  include  the  name  and  address  of  who 
and  where  to  mail  your  order.  Visa/MasterCard  is  accepted 
for  payment  of  the  membership  directory  and  the  legal  guide, 
but  not  for  journal  subscriptions. 

For  more  information,  call  AMS  at  50 1 -224-8967. 
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Lloyd  G.  Langston,  MD 

Dr.  Moody,  honored  guests,  friends 
and  fellow  Arkansas  Medical  Society 
members,  greetings.  Thank  you  Medical 
Society  for  honoring  me  with  this  posi- 
tion and  placing  your  trust  in  me.  I pledge 
my  best  in  upholding  the  office.  I will  give 
my  best  effort  to  live  up  to  the  standard 
set  by  all  my  predecessors. 

I want  to  recognize  some  people  who 
are  very  important  to  me,  and  without 
whose  support  this  evening  would  not  be 
possible.  First,  my  wife,  Glenda,  who  has 
tolerated  Sunday  meetings  for  years  and 
has  dealt  with  children  and  family  prob- 
lems too  numerous  to  mention,  so  that  I 
could  participate  with  the  Society.  My 
clinic  employees  — these  ladies  keep  me 
straight  and  organized.  My  nurse,  Betty, 
makes  calls,  keeps  my  calendar  and  serves 
in  the  combined  roles  of  friend,  surrogate 
parent,  conscience  and  right  ann.  Nancy 
Murdock  and  Tammy  Studdard  keep  the 
wheels  on  the  clinic.  To  Dr.  Wayne 
Buckley  and  Dr.  Stephen  Shorts,  my  part- 
ners for  so  long,  who  have  been  willing  to 
cover  for  me  over  the  years,  and  to  their 
wives,  Janie  and  Julie,  and  all  the  other 
ladies  in  the  clinic,  I say  thank  you. 

There  are  two  physicians  whom  I 
greatly  admire  and  to  whom  I owe  a great 
deal  that  I would  like  to  recognize  at  this 
time.  Dr.  Tom  Ed  Townsend,  a past  presi- 
dent of  the  Arkansas  Medical  Society,  who 
not  only  chased  me  around  as  a tow-headed 
kid  in  order  to  give  me  shots  hut  also  serves 
as  mentor  and  role  model  throughout  my 
years  of  practice.  Also,  I want  to  acknowl- 
edge Dr.  Bud  Irwin.  Dr.  Irwin  relinquished 
his  council  seat  to  provide  my  opportunity 
to  be  involved  with  the  Arkansas  Medical 
Society.  He  indicated  he  felt  it  was  very 
important  to  get  “new  blood”  into  the  or- 
ganization. By  allowing  me  to  become  in- 
volved, Dr.  Irwin,  without  a doubt,  forfeited 
his  opportunity  to  serve  as  president  of  the 
Arkansas  Medical  Society.  I truly  owe  him 
a debt  of  gratitude. 

After  being  contacted  hy  the  nomi- 
nating committee  about  this  position,  I 


struggled  with  three  problems.  I hate  being 
photographed,  even  for  The  Journal.  I don’t 
like  being  seated  at  the  head  table,  and  I 
really  dreaded  making  a speech.  I survived 
the  photograph,  and  I am  obviously  han- 
dling and  beginning  to  enjoy  being  at  the 
head  table.  I detennined  that  I would  sur- 
vive the  speech  if  I kept  it  brief.  To  insure 
that  decision,  I made  some  promises  to  my 
office  staff  and  the  Medical  Society  staff 
that  they  would  not  he  required  to  listen 
for  long. 

Let  us  look  back  while  moving  forward 
into  the  21st  century.  Join  me  as  I reminis- 
cence about  my  involvement  with  the  so- 
ciety, while  expressing  some  of  my  visions 
for  future  success.  I have  been  reflecting 
about  the  changes  and  development  in  our 
society  since  I became  a councilor.  It  is 
important  for  us  to  remember  our  successes 
in  these  days  of  sweeping  change  and  frus- 
tration. Many  exciting  things  have  hap- 
pened over  the  years,  and  I feel  fortunate 
to  have  been  involved.  These  events  were 
the  result  of  much  hard  work  by  many  who 
worked  for  and  with  the  Society. 

I experienced  the  move  of  the  AMS 
office  to  Little  Rock.  Ken  LaMastus  became 
CEO,  and  David  Wroten  came  on  hoard.  I 
observed  the  construction  of  the  building, 
which  houses  our  office,  and  belongs  to  the 
Society.  I participated  in  the  development 
of  the  Arkansas  Health  Care  Access  Foun- 
dation, which  was  the  result  of  collabora- 
tion between  the  Society  and  the  state  of 
Arkansas.  This  Foundation  is  one  of  the 
first  volunteer  projects  in  the  nation  hy  phy- 
sicians, hospitals,  pharmacists  and  other  al- 
lied health  professionals  to  provide  tempo- 
rary care,  free  of  charge,  to  patients  who 
are  financially  compromised  but  not  eligible 
for  Medicaid.  This  Foundation  is  still  vi- 
able, and,  I’m  told,  has  served  more  than 
50,000  patients. 

Like  many  of  us,  I endured  the  Depart- 
ment of  Human  Services  lawsuit.  Ulti- 
mately this  action  greatly  benefited  physi- 
cians and  patients  participating  in  the 
Medicaid  program,  and  even  the  Depart- 


"Like  many  of  us,  I 
endured  the 
Department  of  Human 
Services  lawsuit. 
Ultimately  this  action 
greatly  benefited 
physicians  and  patients 
participating  in  the 
Medicaid  program,  and 
even  the  Department  of 
Human  Services.  The 
result  of  the  suit  is  an 
outstanding  working 
relationship  between 
the  Society  and  the 
Department  of  Human 
Services,  which  is  the 
envy  of  all  other  states.” 
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ment  of  Human  Services.  Hie  result  of 
the  suit  is  an  outstanding  working  rela- 
tionship between  the  Society  and  the  De- 
partment of  Human  Services,  which  is  the 
envy  of  all  other  states.  I assisted  in  craft- 
ing the  Legislative  Affairs  Department, 
necessitating  the  hiring  of  Lynn  Zeno,  as 
the  head.  I continue  to  he  amazed  at  the 
influence  that  the  Society  exerts  on  the 
state  Legislature  and  resulting  successes  and 
changes  as  a result  of  this  effort. 

And,  lastly,  I cooperated  in  our  venture 
into  managed  care,  which  established  one 
of  the  largest  physician  networks  in  the  state. 
This  effort  established  local  units,  which  are 
physician-controlled.  The  endeavor  pro- 
vided physicians  a voice  during  the  incur- 
sion of  managed  care  into  our  practices. 

These  accomplishments  have  provided 
for  us  a Society  that  is  a highly  respected  or- 
ganization with  a strong  legislative  voice.  The 
Society  is  a strong  advocate  for  patients.  It  is 
also  a fonnidable  advocate  for  physicians, 
which  has  resulted  in  improvement  in  our 
individual  practices. 

In  spite  of  these  achievements,  all  is 
not  well!  How  vividly  I remember  sitting 
with  classmates  and  friends  in  1967. 1 was 
a senior  medical  student  when  my  room- 
mate startled  us  all  with  a prediction  of 
socialized  medicine  by  1977.  HAH!  Just 
as  I thought!  WRONG!  We  don’t  have 
socialization,  but  one  would  be  hard 
pressed  to  conjure  up  a worse  alternative 
than  the  managed  cost  and  federal  oppres- 
sion we  have  experienced  in  1999. 

First,  we  had  E and  M.  Then  we  saw 
the  fraud  and  abuse  initiative  with  the 
criminalization  of  the  American  physician 
and  private  medical  practice  by  our  gov- 
ernment. Now  on  the  horizon,  according 
to  Dr.  William  Plested  of  the  Board  of 
Trustees  of  the  AMA,  HCFA  regulation 
of  confidentiality  of  medical  records,  not 
in  the  insurance  industry  or  managed  care 
organization  where  the  problem  exists,  but 
in  the  physician’s  office. 

He  indicated  that  plans  by  HCFA  in- 
clude assignment  of  “security  levels”  to 
each  employee  in  your  office  (up  to  40 
different  security  levels)  and  requirement 
that  records  be  kept  in  locked  storage  at 
all  times.  He  said  that  when  they  are  re- 
moved, the  person  removing  them  must 
sign  them  out  on  a ledger,  with  their  sig- 
nature, security  level,  date  and  time.  This 
person  must  keep  the  chart  under  their  di- 
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rect  control  ( in  their  possession)  until  they 
log  it  in  and  lock  it  up.  Then  the  next  per- 
son can  obtain  the  chart  by  following  the 
same  procedure.  Can  you  imagine  the  con- 
fusion and  delay  when  we  see  a patient  and 
each  person  that  must  handle  the  chart 
must  go  through  this  procedure? 

Oh,  by  the  way,  there  will  be  a new 
division  of  enforcement  to  ensure  that 
these  requirements  are  met,  and  fines  of 
up  to  $ 1 0,000  per  violation  to  be  sure  that 
these  agents  are  paid.  It  is  regrettable  that 
the  same  government  that  intends  to 
implement  this  plan  in  physician  offices 
did  not  have  such  a security  plan  at  our 
nuclear  weapons  research  facilities.  Per- 
haps if  they  had  used  this  plan  on  their 
own  agencies,  we  all  would  not  be  worry- 
ing about  the  threat  of  Chinese  ICBMs 
anned  with  warheads  that  they  built  with 
plans  taken  from  our  research  facilities.  1 
did  not  dream  in 
1967  that  the  treat- 
ment of  my  patients 
would  have  over- 
sight and  dictation 
by  CPAs,  MBAs 
and  government  bu- 
reaucrats who  know 
far  less  about  patient 
care  than  I do  about 
accounting.  These 
business  gums  have 
a different  j argon  for 
referring  to  the  phy- 
sician and  patient. 

They  use  terms  like 
covered  lives,  pro- 
viders, payers  and  clients.  They  brag  about 
buying  physicians,  market  shares  and  bot- 
tom line  profits,  with  little  or  no  regard  for 
the  patient  as  a human  being.  Are  they  pri- 
marily interested  in  profit  margin? 

I did  not  dream  in  1967  that  my  pre- 
scriptions would  be  evaluated  by  insur- 
ance-employed pharmacists  who  evaluate 
my  decisions  based  on  the  use  of  “best 
drugs.”  Their  description  of  “best”  usually 
means  the  drug  is  the  least  costly  for  them 
and  is  likely  owned  by  the  insurance  com- 
pany or  managed  care  company  for  whom 
the  pharmacist  works.  Do  these  oversight 
personnel  not  regard  outcomes,  previous 
treatment  of  the  patient  or  the  patients 
individual  situation? 

I did  not  dream  in  1967  that  our  gov- 
ernment would  make  public  policy, 


broadly  accusing  health  care  providers  and 
physicians  of  fraud  and  offer  rewards  to 
patients  who  report  them.  Never  mind 
that  these  patients  may  be  malcontent  or 
just  confused  about  the  billing  procedure. 

I did  not  dream  in  1967  that  the  assump- 
tion of  guilt  and  fraud,  with  accompany- 
ing high  monetary  penalties,  could  be 
placed  on  a physician  for  a single  charting 
deficiency.  The  patient  may  have  experi- 
enced no  harm,  and  the  quality  of  care  and 
outcome  may  have  been  faultless.  Does 
being  a physician  mean  that  one  cannot 
make  a simple  charting  mistake  without 
paying  dearly? 

I did  not  dream  in  1967  that  gun  car- 
rying federal  agents  would  invade  our  of- 
fices for  the  dangerous,  high-risk  job  of  re- 
viewing charts.  These  agents  are  basically 
“bean  counters.”  They  count  the  number 
of  items  on  a history  and  physical,  system 
review  and  other  re- 
corded information. 
If  the  numbers  don’t 
add  up,  then  we  are 
accused  of  — you 
guessed  it  — fraud. 
These  agents  apply 
statistics  from  stud- 
ies of  small  numbers 
of  our  charts  to  years 
of  work  and  records. 
They  demand  exor- 
bitant refunds  to  the 
government  and 
levy  outrageous 
fines  with  no  rea- 
sonable right  of  ap- 
peal. The  word  oppression  comes  to  mind. 
This  data  would  never  be  considered  sta- 
tistically reliable  in  a business  or  scientific 
study. 

Doesn’t  quality  of  care,  treatment  out- 
comes and  work  devoted  to  the  patient 
count  for  anything? 

I did  not  dream  that  one  day  there 
would  be  serious  talk  of  physician  unions 
and  collective  bargaining.  When  we  are  held 
responsible  for  health  care  costs  that  are  dic- 
tated by  insurance  companies,  state  and  fed- 
eral regulations,  and  federal  laws  such  as 
COBRA,  what  is  a profession  to  do? 

These  situations  remind  me  of  a story 
about  a man  who  saw  his  prize  bird  dog 
collapse.  The  gentleman  grabbed  the  dog 
and  rushed  to  the  veterinarian.  As  he  ran 
into  the  vet’s  office,  he  hollered,  “Doctor, 


"I  did  not  dream  in  1967 
that  my  prescriptions 
would  be  evaluated  by 
insurance-employed 
pharmacists  who  evaluate 
my  decisions  based  on  the 
use  of  'best  drugs.’  ” 

- Dr.  Lloyd  G.  Langston 
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my  dog  has  collapsed  and  he  is  sick,  please 
help  him!” 

The  vet  took  his  stethoscope  and  light, 
listened  to  the  dog’s  chest,  looked  at  the 
dog’s  eyes  and  turned  to  the  man  and  said, 
“Mr.,  I am  sorry,  your  dog  is  dead.” 

The  dog’s  owner  would  not  accept  the 
diagnosis.  “1  need  another  opinion,”  he 
said.  The  vet  thought  a minute,  walked 
outside,  came  hack  in  with  a large,  gray 
tomcat.  He  put  the  cat  on  the  table  with 
the  dog.  The  cat  bowed  his  hack,  hissed  at 
the  dog,  reached  out  with  his  paw  and 
scratched  the  dog’s  nose.  The  dog  didn’t 
move  a muscle.  The  cat  meowed,  jumped 
oft  the  table  and  walked  out  oi  the  room. 
With  that,  the  vet  looked  at  the  gentle- 
man and  said,  “Sir,  the  cat  says  your  dog  is 
dead!”  The  dog  owner,  still  not  satisfied, 
replied,  “Doctor,  I can’t  accept  the  word 
of  a cat  that  my  dog  is  dead.  I want  an- 
other opinion!” 

With  that,  the  vet  walked  out,  came 
hack  in  with  a large,  black  Labrador  on  a 
leash.  The  Labrador  raised  up  on  the  table, 
looked  at  the  other  dog,  barked  and  licked 
him.  Still  the  dog  didn’t  move.  The  La- 
brador turned  to  the  vet,  looked  at  him, 
harked  and  walked  out  of  the  room.  With 
that,  the  vet  said,  “Mr.,  the  Lah  says  your 
dog  is  dead!”  By  this  time,  the  dog  owner 
realized  he  was  truly  in  trouble.  So,  he  told 
the  vet  he  would  accept  this  diagnosis  and 
wanted  to  know  how  much  he  owed  so  he 
could  pay  the  bill  and  leave.  The  vet  re- 
plied, “The  bill  is  $3,000.”  The  man  went 
ballistic.  “Three  thousand  dollars,”  he 
screamed,  “what  do  you  mean?  You  have 
only  been  in  here  10  minutes!” 

To  which  the  vet  replied,  “Yes,  that’s 
right.  My  fee  is  only  $50  , but  remember, 
you  had  a CAT  Scan  and  the  Lab.”  Sound 
familiar? 

How  do  we  tackle  these  challenges  as 
we  look  toward  the  next  century  in  medi- 
cine? As  individuals,  there  is  little  anyone 
of  us  can  do.  But  as  the  Arkansas  Medical 
Society,  there  are  options  and  actions 
which  we  may  attempt.  There  are  four  sug- 
gestions which  I will  strive  to  initiate  and 
complete  in  the  next  1 2 months. 

First:  Many  of  our  successes  have  been 
achieved  by  “planning  our  work  and  work- 
ing our  plan.”  As  President,  1 commit  to 
reactivating  the  Long-Range  Planning 
Committee  and  developing  a comprehen- 
sive, strategic  plan  to  propel  us  into  the 


2 1 st  century.  My  goal  is  to 
present  the  plan  to  the 
Council  or  House  of  Del- 
egates no  later  than  next 
year’s  spring  meeting.  In- 
put will  be  obtained  from 
the  membership  through 
a variety  of  techniques  — 
for  example  — question- 
naires and  interviews.  The 
development  of  leadership 
for  the  future  will  he  a pri- 
ority of  this  committee. 

Second:  I am  con- 
vinced that  a plan  for  sus- 
tainable  growth  and 
membership  retention  is  of 
the  utmost  importance. 

Focusing  on  the  develop- 
ment of  student  and  resi- 
dent groups  is  essential.  To 
remain  viable,  we  must  re- 
cruit young  physicians  and 
convince  them  of  the  ne- 
cessity of  organized  physi- 
cian activities.  They  must  see  the  benefits 
that  their  patients  and  we  would  derive  from 
Society  membership  and  participation. 

Third:  I am  detennined  to  explore  the 
possibility  of  developing  a special  section 
under  Ken  LaMastus  and  David  Wroten, 
consisting  of  reimbursement  specialists,  to 
confront  the  threat  of  federal  intervention 
and  its  incursion  into  our  practices.  Several 
states  have  already  taken  this  action.  Idaho 
is  one  of  these.  Idaho’s  experience  has  been 
significant  because  they  were  selected  for  a 
pilot  study  by  HCFA,  regarding  fraud  and 
abuse.  At  a recent  AMA  Leadership  Con- 
ference, I visited  with  some  of  the  Idaho  phy- 
sicians. They  reported  cases  where  penalties 
totaling  $70,000  or  greater  were  incurred. 
After  intervention  by  “reimbursement  spe- 
cialists,” the  penalties  were  reduced  to  sev- 
eral hundred  dollars. 

These  “reimbursement  specialists”  as- 
sist members  when  the  Feds  come  calling. 
These  specialists  have  been  very  successful 
in  reducing  the  level  of  financial  loss  to  the 
physician.  Their  assistance  also  provides 
tremendous  stress  relief  for  the  physicians. 
These  individuals  may  be  able  to  conduct 
individual  surveys  for  members  in  order  to 
prepare  for  evaluations.  They  may  advise 
in  the  development  of  compliance  plans 
for  individual  offices,  in  addition  to  lead- 
ing seminars  and  educating  members  about 


federal  intervention.  The 
area  of  federal  intervention 
is  changing  so  rapidly  that  it 
is  impossible  to  keep  knowl- 
edge current  without  using 
persons  whose  time  is  dedi- 
cated to  that  area  alone.  The 
costs  of  these  specialists 
should  easily  be  covered  by 
fees  charged  for  providing  the 
services  as  described  previ- 
ously. 

In  concluding,  I want  to 
stress  above  all  that  we  must 
strive  to  maintain  the  physi- 
cian-patient relationship, 
which  is  our  greatest  asset. 
This  is  an  asset  that  we  must 
nurture  and  protect.  The  pa- 
tient is  not  our  enemy.  Our 
enemies  are  those  who 
would  take  away  our  free- 
dom to  practice  our  profes- 
sion, causing  our  patients  to 
be  deprived  of  excellent 

care. 

We  must  never  tolerate  those  who  use 
jargon  consisting  of  words  like  providers, 
clients,  covered  lives  and  market  shares 
to  destroy  this  relationship  with  our  pa- 
tients. I am  confident  that  CEOs  of  these 
managed  care  companies  and  insurance 
companies,  who  are  only  concerned  with 
the  profit  and  cost  containment,  are  not 
found  on  the  positive  side  of  delivering 
the  world’s  best  health  care.  But,  rather, 
it  is  the  relationship  which  American 
physicians  have  had  with  their  patients, 
based  upon  our  dedication  to  the 
patient’s  welfare,  that  makes  our  health 
system  the  envy  of  the  world. 

As  I look  back  to  those  days  as  a stu- 
dent, remembering  the  arguments,  dis- 
cussions and  predictions  about  the  fu- 
ture of  medicine,  I wonder.  Do  some  of 
these  same  discussions  occur  now  at 
4300  W.  Markham  or  at  your  offices?  I 
often  ponder  that  old  question:  If  we  had 
known  then  what  we  know  now,  would 
you  or  I have  chosen  different  professions? 
1 think  not.  Physicians  seem  to  have  that 
unique  dedication  to  the  caring  of  those 
in  our  charge  that  no  other  profession 
quite  equals.  I predict  that  this  ideal  will 
move  us  forward  into  another  millennium 
of  service  above  self  in  caring  for  our  pa- 
tients. I hope  we  never  lose  that  ideal.  ■ 


"We  must  never 
tolerate  those 
who  use  jargon 
consisting  of 
words  like 
providers, 
clients,  covered 
lives  and  market 
shares  to  destroy 
this  relationship 
with  our 
patients.” 

- Dr.  Lloyd  G. 
Langston 
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Dr.  Moody  Key  in  Compromise 
with  Arkansas  State 
Medical  Board 


Dr.  Michael  Moody  welcomes  Dr.  Lloyd  G.  Langston  as  AMS’  new  president. 


Compromise  is  what  describes  the  bulk  of  Dr.  Michael  Moody’s 
year  as  president  of  the  Arkansas  Medical  Society. 

As  outgoing  AMS  president,  Dr.  Moody,  a Salem  physician  and 
medical  director  for  the  Arkansas  Foundation  for  Medical  Care 
Inc. , said  one  of  the  biggest  issues  he  worked  on  this  past  year 
was  reaching  a compromise  with  the  Arkansas  State  Medical 
Board  over  regulations  on  long-term  pain  medications . 

“The  regulation  wasn’t  patient-  or  physician-friendly,”  Dr.  Moody  said.  “So  we  worked 
with  the  state  medical  board  and  formed  an  ad  hoc  committee  to  reach  an  agreement. 
Now,  the  regulation  allows  the  board  to  fulfill  their  duty,  which  is  reducing  the  over- 
prescribing  of  medications,  while  allowing  doctors  to  prescribe  adequate  medications.” 

Working  closely  with  Dr.  Ray  Jouett,  chairman  of  the  Arkansas  State  Medical  Board, 


" We  need  to 
be  involved 
and  be 
advocates 
for  our 
profession 
and  our 
patients.” 

- Dr.  Michael 
Moody 
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helped  restore  the  relationship  be- 
tween the  AMS  and  the  board. 
“And  I think  that’s  one  of  the  big- 
gest accomplishments  of  the  year,” 
Dr.  Moody  said. 

Monitoring  this  year’s  legislative 
session  took  much  of  Dr.  Moody’s 
time.  Working  closely  with  AMS 
staff,  Dr.  Moody  developed  the 
society’s  agenda,  which  was  at  times 
difficult  since  physicians  were  on 
both  sides  of  the  issues. 

“We  had  multiple  issues  this  year 
with  physicians  on  both  sides,”  Dr. 
Moody  said.  “And  that  took  lots  of 
negotiations.  We  had  to  get  physi- 
cians on  both  sides  of  the  issue  to  see 
the  necessity  of  a compromise,  and 
doctors  sometimes  don’t  like  to  com- 
promise.” 

Some  of  the  bigger  legislative  is- 
sues Dr.  Moody  worked  on  included 
a proposal  to  have  a licensing  law 
for  all  X-ray  technologists,  which 
was  supported  by  radiologists. 

“We  have  5,000  machines  but 


only  2,000  technologists,” 
he  said.  “We  had  to  have 
nonlicensed  technologists 
to  operate  all  these  ma- 
chines, especially  those  in 
chiropractors’  offices  and 
rural  areas.” 

The  AMS,  the  tech- 
nologists and  the  radiolo- 
gists worked  out  a com- 
promise that  called  for  a 
limited-license  technolo- 
gist, who  could  only  do 
limited  X-ray  procedures. 

Another  compromise 
that  came  about  under  Dr. 

Moody’s  leadership  was 
the  bill  that  passed  requir- 
ing that  all  health  main- 
tenance organizations  in 
Arkansas  have  an  out-of- 
network  option.  AMS  staff 
and  members  tried  to  get  a 
bill  passed  that  would  require  all  man- 
aged care  organizations  to  allow  any 
physicians  that  met  the  requirements 


into  their  networks. 

“We  were  unable  to 
get  that  passed,  hut  again, 
worked  out  a compro- 
mise,” Dr.  Moody  said. 

From  his  experience 
with  the  Legislature  this 
year,  Dr.  Moody  said  he 
would  like  to  continue  to 
get  more  physicians  in- 
volved with  public  policy. 

“We  tried  to  get  that 
done  this  year,  and  I 
hope  the  medical  soci- 
ety will  continue  to 
work  in  that  direction,” 
he  said.  “Legislators  and 
regulatory  bodies,  such 
as  the  Department  of 
Insurance  and  the  state 
medical  board,  all  are 
passing  regulations  ev- 
ery day  that  affect  our 
practice  and  our  patients.  We  need 
to  be  involved  and  be  advocates  for 
our  profession  and  our  patients.”  ■ 


"We  had 
multiple 
issues  this 
year  with 
physicians  on 
both  sides, 
and  that  took 
lots  of 

negotiations.  ” 
- Dr.  Michael 
Moody 


“Investment  strategies  for  1999  2000 

2001  2002  and  beyond... 

A personal  road  map  to  Your  financial  future.” 

#2  Our  Passion; 

See  #1  above. 

:-|-j I-I-M  SMITH 

CAPITAL 

1111111 1 MANAGEMENT 


#1  Your  Need: 


Pleasant  Valley  Office  Center  • 12115  Hinson  Rd.  • Little  Rock,  AR  72212  • (501)  228-0040  or  (800)  868-2615  fax  (501)  228-0047 


Clockwise  (L-R): 

Jim  Strawn.  Stephen  Chaffin.  Bill  Smith 


j Growth,  fixed  income  and  balanced 
portfolio  management 

j Clients  include  retirement  plans, 
individuals,  foundations  and  trusts 

J Fee  only  management  — Minimum 
initial  account  $200,000 

J All  accounts  fully  insured 
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Final  Presidential  Address 


AMS  Annual  Session 

Michael  Moody,  MD 

Lynn  Zeno  says  that  he  always 
writes  his  speeches  the  morning  of. 
Well,  from  his  great  presentation,  you 
all  know  that  his  was  not  written  this 
morning.  But  at  5:30  this  morning 
when  I woke  up  trying  to  think  about 
what  I was  going  to  say,  this  speech 
was  not  written.  So,  my  thoughts  to- 
day  are  with  a lot  of  mixed  emotions 
about  a farewell  address  when  I really 
do  not  feel  this  is  a farewell. 

This  morning  I looked  at  my 
speech  from  last  year  — the  inaugu- 
ral  address  which  I started  by  saying 
that  the  success  of  my  year  would  be 
best  determined  by  the  working  rela- 
tionship with  the  staff  of  the  Arkan- 
sas Medical  Society.  If  that  is  true,  it 
has  truly  been  a wonderful  year  be- 
cause working  with  these  guys,  Mike, 
David,  Lynn  and  Ken,  and  all  the  oth- 
ers has  been  very  positive.  The  sup- 
port of  all  the  membership  and  the 
committees  that  we  worked  with  has 
just  been  wonderful.  These  things 
have  all  combined  to  make  this  year 
very  pleasurable  and  productive. 

As  I was  looking  back  through  last 
year’s  speech  entitled  “The  Challenge 
of  Change,”  one  quote  was  “an  orga- 
nization will  decline  only  if  we  fail  to 
recognize  the  need  for  and  embrace 
the  necessity  of  great  change.”  I again 
challenge  you  to  consider  the  rapid 
evolution  of  medicine  that  we  have 
all  been  talking  about  through  this 
meeting. 

Medical  practice  is  changing  rap- 
idly, but  this  great  change  in  our  pro- 
fession should  be  an  opportunity  for 
improvement.  We  all  should  work 
constantly  in  that  direction.  I again 
remind  you  that  our  first  and  most 
important  job  is  to  protect  the  sanc- 
tity of  the  patient-physician  relation- 
ship. Our  patients  really  do  remain 
our  allies,  and  we  really  must  continue 


to  be  their  advocates. 

As  I reminisce  about  the 
challenges  of  the  past  year, 
one  of  the  first  thoughts  was 
of  the  friction  between  the 
Medical  Society  and  the 
State  Medical  Board  when 
we  were  standing  here  last 
year.  In  my  opinion  that  no 
longer  exists.  With  Dr. 

Jouett’s  leadership,  our  posi- 
tive and  mutually  coopera- 
tive working  relationship  has 
been  fully  and  totally  re- 
stored. I think  that’s  one  of 
our  great  accomplishments 
for  the  last  year. 

One  of  the  most  enjoy- 
able events  of  this  past  year 
was  the  UAMS  White  Coat  Cer- 
emony. This  is  a ceremony  whereby 
all  the  freshmen  medical  students  are 
indoctrinated  into  their  first  class 
and  receive  their  first  white  coat 
upon  entering  medical  school.  I gave 
a brief  address  at  that  ceremony  con- 
cerning the  ethics  of  medicine.  Look- 
ing out  over  all  of  those  bright, 
young,  enthusiastic,  idealistic  fresh- 
men of  the  University  of  Arkansas 
Medical  School  was  absolutely  one 
of  the  most  inspiring  events  of  this 
past  year.  One  thing  that  I gave 
them,  with  the  support  of  the  staff, 
was  the  American  Medical  Associa- 
tion Principles  of  Medical  Ethics. 

Every  incoming  medical  student 
received  a copy  of  these  medical  eth- 
ics. I’m  not  sure  how  often  they’ve 
looked  at  it,  but  I still  carry  my  copy 
and  still  remember  one  thing  brought 
to  their  attention:  “we  must  respect 
the  law,  but  we  also  must  recognize  a 
responsibility  to  seek  changes  in  those 
requirements  that  are  contrary  to  the 
best  interest  of  our  patients.”  In  other 
words,  we  have  to  affect  public  policy. 


We  have  to  follow  policy.  But  when  it 
is  contrary  to  the  interests  of  our  pa- 
tients, our  code  of  medical  ethics  says 
that  we  have  to  advocate  for  change. 
I certainly  want  to  continue  working 
with  Zeno  and  others  in  that  direc- 
tion. 

As  to  the  legislative  session,  un- 
der Zeno’s  leadership,  in  most  cases 
we  were  able  to  put  aside  our  own  self- 
interest;  and  we  did  have  doctors  on 
one  side  and  doctors  on  the  other  side 
of  many  issues.  We  put  aside  those  self- 
interests  to  work  toward  the  most  ben- 
eficial policies  not  only  for  our  profes- 
sion but  also  for  our  patients.  That  is 
certainly  what  we  need  to  continue 
advocating  as  an  organization. 

Thank  you  again  for  the  expression 
of  support  that  you’ve  given  by  elect- 
ing me  to  the  AM  A delegation.  There 
is  another  quote  that  says,  “Success  is 
a journey,  not  a destination.”  With  the 
continued  support  of  my  triends,  col- 
leagues and  the  AMS  staff,  I intend  to 
continue  that  journey  on  behalf  of  the 
Arkansas  Medical  Society.  Thank  you 
and  God  bless.  ■ 
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Pine  Bluffs  Health  Is  Mission 
of  Shuffield  Award  Winner 


Julie  Bridgforth  has  taken  her  community’s  health  on  as  her  personal  mission. 
This  year’s  Shuffield  Award  winner  is  helping  Pine  Bluff  citizens  recognize  the 
benefits  of  health  and  wellness.  Whether  it  is  leading  a smoking  cessation  class  or 
training  a group  of  women  to  run  the  Susan  G . Komen  Race  for  the  Cure , Bridgforth 
is  constantly  striving  to  better  the  health  of  her  community. 


As  director  of  health  promotions  for  the  Jefferson 
Regional  Medical  Center  Wellness  Center,  Bridgforth 
helps  1 ,600  members  and  countless  others  in  the  area 
live  a healthier  lifestyle. 

“The  Wellness  Center  has  made  Pine  Bluff  such  a 
healthier  community,”  Bridgforth  said.  “Pine  Bluff  is 
so  active;  now  you  see  people  running  everywhere.” 
The  center  offers  25  aerobics  classes,  yoga,  kick 
boxing,  an  array  of  cardiovascular  equipment,  an  out- 
door  track,  whirlpools,  basketball  and  many  lifestyle 
classes,  such  as  stress  management  and  weight  con- 
trol.  Bridgforth  oversees  all  these  classes,  giving  ac- 
tive  residents  “a  place  to  hang  out.” 

“This  isn’t  a job,”  she  said.  “It’s  a mission.  I’m  very 
passionate  about  what  I do  here.  I used  to  run  by  my- 
self, but  now  I run  with  20  to  50  other  people.  Things 
have  really  changed  around  here.” 

But  Bridgforth  hasn’t  always  been  the  active  type. 
“I  spent  my  high  school  career  trying  to  get  out  of 
P.E.,”  she  said.  “I  started  running  when  I turned  30  to 
lose  weight,  and  started  going  to  the  next  level,  run- 
ning in  marathons  and  racing.  Now  my  joy  in  run- 
ning is  watching  other  people  run.” 

Bridgforth  has  participated  in  19  marathons,  includ- 
ing the  Boston  Marathon.  She  was  inducted  into  the 
Arkansas  Roadrunners  Hall  of  Fame  in  1997  and  car- 
ried the  Olympic  Torch  in  1996. 

Another  passion  of  Bridgforth’s  is  central  Arkan- 
sas’ Susan  G.  Komen  Race  for  the  Cure,  which  she 
chaired  in  1998.  Bridgforth  led  the  5K  run/walk, 
which  boasted  more  than  17,000  women  participants 
who  raised  awareness  and  funds  for  breast  cancer  re- 
search. For  the  past  four  years,  she  has  served  on  the 


Bridgforth 


Susan  G.  Komen  Breast  Cancer  Foundation  board  of 
directors. 

Other  community  activities  include  serving  on  the 
American  Heart  Association  board,  the  Arts  and  Sci- 
ence Center  of  Southeast  Arkansas  board  and  the  Pine 
Bluff  Clean  and  Beautiful  Commission.  In  addition, 
Bridgforth  conducts  breast  self-exam  classes  for 
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"It  really 
invigorates  me  to 
see  people  turn 
their  life  around. 
They  have  less 
stress,  work 
better  and  they 
just  feel  like 
completely 
different  people.” 
- Julie  Bridgforth 


women  throughout  South  Arkan- 
sas, writes  a biweekly  column  on 
running  and  exercise  for  the  Pine 
Bluff  Commercial  and  speaks  to 
community  groups  about  health 
care  issues. 

“It  really  invigorates  me  to  see 
people  turn  their  life  around,” 
Bridgforth  said.  “They  have  less 
stress,  work  better  and  they  just  feel 
like  completely  different  people.” 

Bridgforth’s  newest  goal  is  to 
help  businesses  have  healthier  em- 
ployees. Since  so  many  people  get 
their  information  from  work,  busi- 
nesses have  a great  opportunity  to 
inform  employees  about  their 
health,  she  said. 

“I  want  businesses  to  realize 
the  benefits  of  having  healthy  em- 
ployees, things  such  as  less  absen- 
teeism, more  productivity,”  she 
said.  “It  really  does  affect  a busi- 
ness’ bottom  line.” 

Bridgforth,  a University  of  Ar- 
kansas at  Fayetteville  graduate, 
lives  in  Pine  Bluff  with  her  hus- 
band, Bill.  ■ 


Our  Energy 
Impacts  The 

world 


Physician/Medical  Review  Officer  (MRO) 


As  one  of  the  largest  U.S.  suppliers  of  electrical  energy,  we’ve  already  made  our  presence 
known  domestically.  But  positioned  as  we  are  to  take  advantage  of  new  global  opportuni- 
ties, we’re  expanding  rapidly  all  over  the  world.  We  need  people  with  intelligence,  imagina- 
tion, and  know-how.  People  with  a strong  entrepreneurial  bent  who  are  also  great  teamplay- 
ers.  If  you’d  like  to  help  us  light  up  the  world,  come  talk. 

Entergy  Operations,  Inc.  is  currently  seeking  a full  time,  on-site  Physician/Medical  Review 
Officer  (MRO)  at  Arkansas  Nuclear  One  in  Russellville,  Arkansas. The  ideal  candidate  will  be 
Board  Certified  in  Occupational  Medicine  or  in  a primary  care  specialty  (FP/ER/IM)  with 
experience  in  industrial  medicine,  worker’s  compensation  and  retum-to-work  evaluation. 
Experience  in  Federally  regulated  drug  testing  and/or  MRO  certification  desired.  Will  be  eli- 
gible for  management  incentive  program  and  have  every  other  Friday  off. 

At  Entergy,  we  reward  your  energy  and  enthusiasm  with  a comprehensive  compensation 
program  that  includes  competitive  salaries,  broad-based  incentive  plans,  flexible  benefits, 
401(k)  retirement  plan,  educational  assistance  and  more.  For  more  information,  please  con- 
tact Jeb  Lax  at  (504)  576-2982  or  F.-mail: 
jlax@entergy.com.  EOE  M/F/D/V 
Please  visit  our  Web  site  at: 
http//www.entergy.com  You  will  only 
be  contacted  if  you  are  considered  for  an 
interview. 


- Entergy 


THE  POWER 


OF  PEOPLE 


Let  Us  Hear  From  You! 

You  can  now  E-mail  AMS 
at  the  following  addresses: 

Main  address:  ams@arkmed.org 
Ken  LaMastus:  klamastus@arkmed.org 
Lynn  Zeno:  zeno@arkmed.org 

David  Wroten:  dwroten@arkmed.org 
Kay  Waldo:  kwaldo@arkmed.org 

Journal:  journal@arkmed.org 

Plus. . . 

We  now  have  a web  site. 

Come  visit  us  soon  at: 
www.arkmed.org 
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Dr.  Michael  Moody,  past  president,  and 
Dr.  Lloyd  Langston,  new  president. 


1999  Arkansas  Medical 


The  1 23rd  Annual  Session 
was  held  April  29 -May  1 
in  Hot  Springs . Members 
and  guests  attended 
excellent  educational 
progams,  visited 
exhibits,  made  new 
friends  and  renewed 
old  friendships  at  the 
social  activities . 


Lloyd  Langston,  MD,  takes 
oath  of  office  for  president 
with  AMS  past  presidents 
looking  on . 


John  Armstrong,  MD,  Young  Physician 
Seminar  speaker. 


Steve  Thomason,  MD,  mtroduces  speakers  for  “Compliance  Planning  for  Physicians." 
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Society  Annual  Session 


Gerald  Stolz,  president  - 
elect,  escorted  to  poduim 
by  past  AMS  presidents 
Dr.  J . Larry 
Lawson  and 


Dr.  John 
Crenshaw. 


Mike  Mitchell  and  William  N.  Jones,  MD. 


Margaret 
Arthur,  MD, 
speaks  about 
patients  who 
use  alternative 
medicine . 


Lyda  Campbell  presents  I.  Dodd  Wilson,  MD,  with  check. 


Joe  Gagen,  Shuffield  Luncheon  speaker. 


Julie  Bridgforth, 
Shuffield  Award 
winner,  with  Drs 
Crenshaw 
and  Langston. 
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1 999  Arkansas  Medical  Society  Annual  Session 


Arkansas  Health  Care  Access  Foundation 
was  established  by  Arkansas  Medical 
Society  to  help  provide  medical  care  to 
Arkansas'  poor  uninsured.  Dr.  Michael 
Young,  vice  president  of  Arkansas  Health 
Care  Access  Board  of  Directors , presents 
the  Outstanding  Spirit  of  Service  Award  to 
Conway’s  Bart  Throneberry , MD,  who 
exemplifies  the  giving  spirit  of  Arkansas 
physicians . 


(at  far  left) 
Councilor  Dr. 
Michael  Young  and 
Gail  Young, 
Alliance  president - 
elect,  at  the 
reception . 

Medical  students  at 
President’s  Reception. 


collection  experience 


Freemyer  Collection  System  has  been  helping 
businesses  eliminate  their  bad  debt  problems 
since  1941.  When  you  work  with  the  trained 
professionals  at  Freemyer,  you  get  many  benefits, 

• Bad  debts  are  collected  at  a competitive 
contingency  fee. 

• Representatives  are  on-hand  for  questions 
and  problems. 

•You  don’t  pay  fees  unless  collections  are  made. 


Call  one  of  our  representatives  today  at  1-800-953-2225 
and  let  us  help  you  with  your  business’s  debts. 


A proud  supporter  of  the 
Arkansas  Medical  Society  Convention 


AMERICAN  COLLECTORS 


Endorsed  by  AHA  Services,  Inc. 

A subsidiary  of  the 
Arkansas  Hospital  Association 


_ _ Freemyer 
- Collection 

System 


1-800-953-2225 
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The  Fifty  Year  Club  honors 
those  physicians  who  have  held  a 
license  to  practice  medicine  for  50 
years  and  have  loyally  and  effec- 
tively  served  the  community  and 
— hy  skill  and  devotion  to  high 
ideals  — upheld  and  maintained 
the  standards  of  the  medical  pro- 
fession. The  Arkansas  Medical  So- 


ciety hosted  a luncheon  for  members 
of  the  Fifty  Year  Club  April  29,  1999, 
at  the  Park  Hilton  Hotel  in  Hot 
Springs. 

Physicians  who  were  inducted  into 
the  Fifty  Year  Club  this  year  are: 
Robert  L.  Baker,  MD,  Mountain  Home; 
John  H.  Barrow  Jr.,  MD,  Helena; 
Kenneth  E.  Beaton,  MD,  Wynne; 


Frederick  B.  Berry,  MD,  Roland; 

Vance  J.  Crain,  MD,  Wynne; 

Billy  D.  King,  MD,  Jonesville,  La.; 

L.  V.  Ozment,  MD,  Camden; 

Donald  1.  Purcell,  MD,  Paragould; 
Walter  G.  Selakovich,  MD,  Little  Rock; 
Bernard  C.  Smith,  MD,  Bradford; 
Eugene  J.  Towbin,  MD,  Little  Rock;  and 
Charles  F.  Wilkins  Jr. , MD,  Russellville,  m 


ARE  YOU  READY?  MEDARS  2000  IS. 

Medicare  has  mandated  that  all  electronic  claims  software  be  Y2K  compliant  by  April  5, 1999. 

If  your  current  system  has  not  been  certified,  you  may  be  too  late.  Don’t  lose  valuable  time  and 
money.  Call  today  to  see  the  solution  for  the  future. 

MedArs  2000  has  the  Microsoft®  ‘look  and  feel’  and  is  a preemptive  multitasking,  Y2K  compliant 
program.  MedArs  2000  is  as  easy  to  use  as  Windows  98  on  your  home  computer.  It  has  all  you 
need  to  manage  your  practice  effectively.  We  guarantee  our  product. 

Call  for  a free  demonstration. 

Interlink  Systems  Group,  Inc. 

Sherlyn  Cale  (501)  442-0825 
Terri  Pesnell  (501)  521-0110 
Office  (501)  444-8518 
Fax  (501)  444-9644 
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Report  of  the  Council 


Members  of  the  Arkansas  Medical  Society  Council  during  the  1 999  Annual  Meeting 
in  Hot  Springs. 


Summary  of  Actions  Taken 

The  Council  met  on  Thursday,  April  29,  1999, 
and  the  following  business  was  received  and  trans- 
acted: 

1.  Minutes  of  the  following  meetings  were  ap- 
proved: Feh.  2,  1999,  Council  meeting;  Feh.  24,  1999, 
Executive  Committee  meeting;  March  3,  1999,  Ex- 
ecutive Committee  Conference  Call;  and  March  31, 
1999,  Executive  Committee  meeting. 

2.  The  AMA’s  Principles  of  Medical  Ethics,  which 
represent  the  fundamental  ethical  precepts  of  medical 
practice,  were  presented  for  information.  The  AMA 
had  requested  input  from  members. 

3.  Procedures  for  suspending  or  terminating  an  Ar- 
kansas Medical  Society  member  were  presented  for  ap- 
proval. A motion  was  approved  to  refer  this  draft  to  the 
Bylaws  Committee  to  evaluate  the  need  for  the  docu- 
ment, correct  wording  and  clarify  the  document  and 
to  report  back  to  the  Council  at  a future  meeting. 

4.  The  Council  approved  dues  exemption  requests 
from  component  societies. 

5.  The  Council  gave  its  approval  for  an  ad  hoc  com- 
mittee to  he  appointed  to  fill  vacancies  on  the  Medi- 
care Carrier  Advisory  Committee  when  nominations 
are  not  received  from  the  specialty  societies. 

6.  The  Council  made  the  following  appoint- 
ments: 


• Budget  Committee:  Anthony  Johnson,  Little 
Rock 

• Journal  Editorial  Board:  Jerry  Kendall,  Camden, 
representing  family  practice;  reappointed  Lee  Ahel, 
Little  Rock 

• Medical  Education  Foundation  for  Arkansas: 

Jan  Turley,  Rogers 

• Pension  Plan:  Reappointed  Wayne  Elliott,  El 
Dorado 

• Arkansas  Medical  Foundation:  Reappointed 
John  Lynch,  Jonesboro,  and  Karen  Ballard,  Little 
Rock 

• Medicare  Carrier  Advisory  Committee:  Re- 
appoint Kerry  Pennington,  Warren,  representing  fam- 
ily practice;  reappoint  Samuel  Landrum,  Fort  Smith, 
representing  general  surgery;  John  Bayliss,  Little  Rock, 
representing  nephrology;  reappoint  Robert  Porter, 
Little  Rock,  representing  orthopedic  surgery;  Curtis 
Patton,  Lorrest  City,  representing  pediatrics;  Gerald 
Stolz,  Russellville,  representing  pathology 

• Medical  Student  Councilor:  Karen  McNiece, 
Little  Rock 

• Arkansas  Health  Care  Access  Foundation 
Medical  Student  Member:  Twyla  Norsworthy,  Benton 

7.  The  Council  approved  Tom  Eans  of  Little  Rock 
to  fill  the  vacancy  in  the  Eighth  District  as  Councilor. 

8.  The  membership  and  budget  reports  were  ac- 
cepted for  information.  ■ 
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Report  of  the 
House  of  Delegates 

Summary  of  Actions  Taken 

District  8:  Joseph  Beck,  MD,  Little  Rock 

The  House  of  Delegates  met  on  April  29  and  May 

C.  Reid  Henry,  Jr.,  MD,  Little  Rock 

1,  1999. 

William  Jones,  MD,  Little  Rock 

1.  Adopted  the  minutes  of  the  November  1998 

J.  Mayne  Parker,  MD,  Little  Rock 

House  of  Delegates  meeting. 

Anthony  Johnson,  MD,  Little  Rock 

2.  Election  of  officers: 

Samuel  Welch,  MD,  Little  Rock 

• President-elect:  Gerald  Stolz,  MD,  Russellville 

District  9:  Anthony  Hui,  MD,  Layetteville 

• Vice  President:  Steven  Thomason,  MD,  Little 

Jan  Turley,  MD,  Rogers 

Rock 

District  10:  Robert  E.  Sanders,  DO,  Lort  Smith 

• Treasurer:  Dwight  Williams,  MD,  Paragould 

Mike  Berumen,  MD,  Lort  Smith 

• Secretary:  Carlton  Chambers,  MD,  Little  Rock 

Medical  student:  Karen  McNiece, 

• Speaker  of  the  House:  Anna  Redman,  MD,  Pine 

Little  Rock 

Bluff 

3.  Approved  the  report  of  the  April  29,  1999,  Coun- 

• Vice  Speaker  of  the  House:  Kevin  Beavers,  MD, 

cil  meeting. 

Russellville 

4.  Accepted  reports  presented  on  the  Consent  Cal- 

• Delegate  to  the  AM  A:  J.  Larry  Lawson,  MD, 

endar. 

Paragould  (Dr.  Lawson  will  finish  the  uncompleted 

5.  Approved  the  following  nominees  for  positions  on 

term,  1/1/98-12/31/99,  of  Dr.  Weber  and  from  1/ 

the  State  Boards: 

1/2000-12/31/2001) 

• Sixth  Congressional  District,  Arkansas  State 

• Michael  Moody,  MD,  Salem  (Dr.  Moody  will  fin- 

Medical  Board:  David  Jacks,  MD,  Pine  Bluff;  Kim- 

ish  the  uncompleted  term  ( 1/1/98-12/31/99)  of  Dr. 

berly  Garner,  MD,  Pine  Bluff;  Paul  Wallick,  MD, 

Larry  Lawson  and  from  1/1/2000-12/31/2001); 

Monticello 

Lloyd  Langston,  MD,  Pine  Bluff  (Dr.  Langston  will 

• Third  Congressional  District,  Arkansas  State 

finish  the  uncompleted  term,  1/1/99-12/31/2000, 

Board  of  Health:  Linda  McGhee,  MD, 

of  Dr.  Anna  Redman) 

Layetteville;  Gary  Myers,  MD,  Russellville;  Rob- 

Councilors: 

ert  Sanders,  DO,  Lort  Smith 

District  1:  Joe  Stallings,  MD,  Jonesboro 

• Fourth  Congressional  District,  Arkansas  State 

Joe  Jones,  MD,  Blytheville 

Board  of  Health:  John  W.  Smith,  MD,  Hot 

District  2:  Lloyd  Bess,  MD,  Batesville 

Springs;  Eugene  Shelby,  MD,  Hot  Springs; 

District  3:  Dennis  Yelvington,  MD,  Stuttgart 

Michael  Young,  MD,  Prescott 

District  4:  John  Lytle,  MD,  Pine  Bluff 

• Member-at-Large  Position,  Arkansas  State  Board 

District  5:  William  Dedman,  MD,  Camden 

of  Health:  Robert  Miller,  MD,  Helena;  David 

District  6:  Michael  Young,  MD,  Prescott 

Murphy,  MD,  Russellville;  Anthony  Hui,  MD, 

District  7:  Brenda  Powell,  MD,  Hot  Springs 

Layetteville.  ■ 
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New  Alliance  President 
Targeting  School  Violence  as  Priority 


As  president  of  the  Arkansas  Medical  So- 
ciety Alliance,  Gail  Young  of  Prescott  hopes 
to  get  the  Alliance  even  more  involved  in 
community  issues,  such  as  preventing  school 
violence,  drunk  driving  and  domestic  vio- 
lence. 

“We  want  to  get  the  word  out  to  more 
people  and  let  them  know  that  people  who 
practice  medicine  really  are  here  to  help,”  said 
Mrs. Young,  a high  school  chemistry  and  physics  teacher. 

“My  No.  1 goal  is  to  work  more  on  S.A.V.E.,  which  stands 
for  Stop  America’s  Violence  Everywhere,”  Mrs.  Young  said. 
“With  all  the  school  violence,  I think  we  really  need  to  work 
on  that.” 

Other  priorities  Mrs.  Young  has  for  the  Alliance  include 
advancing  the  group  to  become  more  politically  active  and 
increasing  membership. 

“We  want  to  get  more  people  involved  and  also  establish 
an  e-mail  system  so  we  can  e-mail  our  members  current  infor- 
mation,” Mrs.  Young  said.  She  also  hopes  to  increase  activity 
between  the  Alliance  and  the  student  spouses’  organization  at 
the  University  of  Arkansas  for  Medical  Sciences. 


Mrs.  Young  said  strengthening  the  physician  community 
is  extremely  important  because,  “any  time  the  medical  com- 
munity has  problems,  the  Alliance  has  problems.” 

Another  goal  of  Mrs.  Young’s  is  to  develop  a web  site  so 
information  will  be  readily  accessible  to  Alliance  members  and 
community  residents. 

After  the  web  site  is  up  and  running,  members  will  be  able 
to  access  the  site  through  the  Arkansas  Medical  Society’s  web 
site  at  www.arkmed.org. 

Last  year  the  Alliance  worked  on  a project  that  sent 
S.A.V.E.  coloring  books  to  local  elementary  school  children, 
“hut  we  didn’t  order  enough,  and  I would  like  to  he  able  to  put 
one  in  the  hands  of  each  child  this  year,”  Mrs.  Young  said. 

The  coloring  books  are  given  to  children  in  kindergarten 
through  the  fourth  grade  and  promote  the  theme  “Hands  Are 
Not  for  Hitting.” 

The  AMS  Alliance  touts  13  counties  with  active  groups  that 
each  work  with  battered  women’s  shelters  in  the  area.  Mrs.  Young 
said  she  would  like  to  see  involvement  with  these  shelters  grow. 

Mrs.  Young’s  husband,  family  physician  Michael  Young, 
has  been  in  practice  in  Prescott  for  25  years.  Gail  Young  re- 
cently won  the  Arkansas  Physics  Teacher  of  the  Year  Award.  ■ 


Young 


Looking  for  an  easy 
way  to  get  in  front 
of  Arkansas  doctors? 


You  can  do  it  by  advertising  in  the 


THE  JOURNAL  OF  THE 
ARKANSAS  MEDICAL  SOCIETY 


Each  month  physicians  across  the 
state  read  the  Arkansas  Medical 
Society’s  journal  for  the  latest  infor- 
mation important  to  Arkansas’  medi- 
cal community. 

If  you  need  to  present  your  services 
to  this  difficult  to  reach  audience,  you 
need  to  be  in  The  Journal  of  the  Ar- 
kansas Medical  Society. 


For  information  on  how  The  Journal  of  the  Arkansas  Medical  Society  can  help  you 
get  in  front  of  busy  Arkansas  physicians  call  Stephanie  Hopkins  today. 

501-372-2816 
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A Special  Thank  You 


to  the  following  companies  for  their  contribution  to  the  1999  Annual  Meeting.  This  meeting  would  not 
have  been  possible  without  the  financial  support  of  these  organizations. 


Gold  Star  Contributors 

Disability  Determination  for  Social  Security 

American  Investors  Life  Insurance  Co. 

Doctors  Insurance  Reciprocal 

AMS  Benefits,  Inc. 

DuPont  Pharmaceuticals 

Arkansas  Blue  Cross  Blue  Shield 

Electronic  Data  Systems 

Arkansas  Center  for  Sleep  Medicine 

Freemyer  Collection  System 

Arkansas  Foundation  for  Medical  Care,  Inc. 

Hutchinson/Ifrah  Financial  Services,  Inc. 

Arkansas  Managed  Care  Organization 

Infolab,  Inc. 

Freemyer  Collection  System 

Janssen  Pharmaceutica,  Inc. 

Jefferson  Regional  Medical  Center 

Key  Pharmaceuticals 

National  Park  Medical  Center 

MedArs  2000/Interlink 

Pfizer-Labs,  Pratt  and  Steere  Divisions 

Medicaid  Managed  Care  Services 

Regions  Bank 

Mercantile  Bank 

Rhone-Poulenc  Rorer  Pharmaceuticals,  Inc. 

Merck  and  Co. 

Schering  Corp. 

Meridian  Management  Co. 

St.  Paul  Companies 

Morgan  Stanley  Dean  Witter 

State  Volunteer  Mutual  Insurance  Co. 

Mutual  Assurance,  Inc. 

TJ  Raney  and  Associates 

Novartis  Pharmaceutical  Co. 
Orthotic  &.  Prosthetic  Providers,  Inc. 

Exhibitors 

Pfizer  - Labs,  Pratt  and  Steere  Divisions 

Advanced  Technologies  Management  Group,  Inc. 

Pharmacia  and  Upjohn 

AIR  Purification,  Inc. 

Physicians  Management  Services 

Alcoholics  Anonymous 

QualChoice  of  Arkansas,  Inc. 

Alliance  Homecare  Equipment 

Rebsamen  Insurance 

AMS  Benefits,  Inc. 

Rebsamen  Medical  Center 

Ancil  Lea  Consulting,  Inc. 

RehabCare  Group 

Arkansas  Army  National  Guard 

Roche  Laboratories,  Inc. 

Arkansas  Blue  Cross  Blue  Shield 

Sam’s  Town  Hotel  and  Gambling  Hall 

Arkansas  Caduceus  Club 

Schering  Corp. 

Arkansas  Center  for  Sleep  Medicine 

Schering  Oncology/Biotech 

Arkansas  Children’s  Hospital 

Snell  Prosthetic 

Arkansas  Dietetic  Association 

St.  Paul  Companies 

Arkansas  Foundation  for  Medical  Care,  Inc. 

Standard  Process 

Arkansas  Health  Care  Access  Foundation 

State  Volunteer  Mutual  Insurance  Co. 

Arkansas  Heart  Hospital 

SunCom 

Arkansas  Managed  Care  Organization 

Surgnet,  Inc. 

Arkansas  Medical  Group  Management  Association 

Tap  Pharmaceuticals 

Arkansas  Society  of  Medical  Assistants 

The  Medical  Protective  Co. 

Autoflex  Leasing 

TKI  Medical  Systems 

Autologous  Wound  Therapy,  Inc. 

UAMS  Medical  Center 

Baptist  Behavorial  Health 

United  Medical,  Inc. 

Baptist  Health 

U.S.  Air  Force 

Baptist  Memorial  Pain  and  Headache  Center 

U.S.  Air  Force  Reserves 

Becker,  Inc.  - Prodenco 

U.S.  Army  Health  Care  Recruiting 

BiO'Tech  Pharmacal,  Inc. 

U.S.  Office  Products 

Chenal  Rehabilitation  & Healthcare  Center 

VALIC  - Arkansas  Medicaid  Deferred  Compensation 

Commercial  Mail  Service,  Inc. 

Program 

Compliance  Solutions  for  Physicians 

W.  B.  Saunders 

Diagnostic  Imaging 

White  County  Medical  Center 
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State  Volunteer  Mutual 
Insurance  Co. 


Freenvyer  Collection  System 


Schering  Corp. 


Arkansas  Center  for  Sleep  Medicine 
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Annual  Session  Sponsors 

American  Investors 
and  AMS  Benefits 


Number  1 


June  1999  • 29 


ARKANSAS  MEDICAL  SOCIETY  OFFICERS  1999/2000 


Executive  Committee 

Chairman  of  the  Council:  Joseph  Beck,  Little  Rock 
President:  Lloyd  Langston,  Pine  Bluff 
President-elect:  Gerald  Stolz,  Russellville 
Secretary:  Carlton  Chambers,  Little  Rock 
Treasurer:  Dwight  Williams,  Paragould 
Immediate  Past  President:  Michael  Moody,  Salem 

Other  Officers 

Vice  President:  Steven  Thomason,  Little  Rock 
Speaker  of  the  House:  Anna  Redman,  Pine  Bluff 
Vice  Speaker:  Kevin  Beavers,  Russellville 

Medical  Student  Officers 

President:  Erik  Shultz,  Little  Rock 

Vice  President:  Dwight  Johnson,  Little  Rock 

Secretary/Treasurer:  April  Davidson 

Councilors 

Medical  Student  Councilor:  Karen  McNiece, 

Little  Rock 

District  #1: 

Roger  Cagle,  Paragould 
Joe  V.  Jones,  Blytheville 
Joe  Stallings,  Jonesboro 

Counties  — Clay,  Craighead,  Crittenden,  Greene, 
Lawrence,  Mississippi,  Poinsett,  Randolph 

District  #2: 

Lloyd  Bess,  Batesville 
Daniel  Davidson,  Searcy 

Counties  — Cleburne,  Conway,  Independence, 
Faulkner,  Fulton,  Izard,  Jackson,  Sharp,  Stone, 
White 

District  #3: 

P.  Vasudevan,  Helena 
Dennis  Yelvington,  Stuttgart 
Counties  — Arkansas,  Cross,  Lee,  Lonoke,  Mon- 
roe, Phillips,  Prairie,  St.  Francis,  Woodruff 

District  #4: 

John  O.  Lytle,  Pine  Bluff 
Harold  Wilson,  Monticello 


Counties  — Ashley,  Chicot,  Desha,  Jefferson, 
Lincoln,  Drew 

District  #5: 

William  Dedman,  Camden 
Fred  Murphy,  Magnolia 

Counties  — Camden,  Bradley,  Calhoun,  Cleveland, 
Columbia,  Dallas,  Ouachita,  Union 

District  #6: 

Samuel  Peebles,  Nashville 
Michael  Young,  Prescott 

Counties  — Hempstead,  Howard,  Lafayette,  Little 
River,  Miller,  Nevada,  Pike,  Polk,  Sevier 

District  #7: 

Robert  McCrary,  Hot  Springs 
Brenda  Powell 

Counties  — Hot  Spring,  Clark,  Garland,  Grant, 
Montgomery,  Saline 

District  #8: 

Joseph  Beck,  Little  Rock 
Thomas  Eans,  Little  Rock 
C.  Reid  Henry,  Little  Rock 
Anthony  Johnson,  Little  Rock 
William  Jones,  Little  Rock 
J.  Mayne  Parker,  Little  Rock 
Edward  Saer,  Little  Rock 
Samuel  Welch,  Little  Rock 
John  L.  Wilson,  Little  Rock 
Counties  — Pulaski 

District  #9: 

Anthony  Hui,  Fayetteville 
William  McGowan,  Springdale 
Jan  Turley,  Rogers 
Oliver  Wallace,  Green  Forest 

Counties  — Baxter,  Benton,  Boone,  Carroll,  Madison, 
Marion,  Newton,  Searcy,  Van  Buren,  Washington 

District  #10: 

Mike  Berumen,  Fort  Smith 

Robert  Sanders,  Fort  Smith 

Counties  — Crawford,  Franklin,  Johnson,  Logan, 

Perry,  Pope,  Scott,  Sebastian,  Yell 
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Patient  Choice  Tops  This 
Year’s  Legislative  Session 

This  year’s  session  of  the  Arkansas  Legislature  proved  to  be  a busy  one 
for  the  Arkansas  Medical  Society.  Bills  ranging  from  a Patient 
Protection  Act  to  an  act  authorizing  the  Arkansas  State  Medical 
Board’s  credentialing  information  system  were  addressed. 


Lynn  Zeno,  AMS  director  of  gov- 
ernmental, worked  closely  with 
AMS  officers  and  utilized  the  AMS 
grass  roots  network  to  lobby  legisla- 
tors and  write  policy  affecting  phy- 
sicians. But  one  issue  — prompt 
payment  from  insurers  — was  not 
adequately  addressed.  A bill  was 
passed  in  the  House  of  Representa- 
tives 90-2,  but  then  failed  in  a Sen- 
ate committee.  This  issue  is  AMS’ 
priority  for  the  interim  and  the  2001 
legislative  session.  Goals  for  a prompt 
payment  bill  include  developing  a da- 
tabase that  tracks  delayed  payments 
to  providers,  inundating  the  state  In- 
surance Department  with  patient 
and  physician  complaints,  schedul- 
ing joint  meetings  with  the  state  in- 
surance commissioner  and  hospital 
and  physician  representatives  and 
scheduling  joint  meetings  with  indi- 
vidual legislators  and  hospital  and 
physician  representatives. 

The  following  highlights  some  of 
the  most  important  legislation  to 
come  out  of  the  last  session,  which 
ended  in  April. 


Act  1469 

(Formerly  Patient  Protection 
Act  — Any  Willing  Provider) 

An  act  to  assure  freedom  of 
choice  among  health  benefit  plans. 

• Requires  health  maintenance 
organizations  to  offer  a point-of-ser- 
vice  option  to  each  enrollee  on  an 
annual  basis,  allowing  patients  to  re- 
ceive covered  benefits  from  out-of- 
network providers. 

• The  difference  in  benefit  lev- 
els (co-payments,  deductibles  and 
dollar  limits)  between  the  in-net- 
work and  out-of-network  plans  can- 
not exceed  25  percent. 


• Employers  must  make  an 
equal  contribution  regardless  of 
which  plan  is  selected. 

• Reimbursement  for  out-of- 
network  providers  is  based  on 
usual  and  customary  rather  than 
the  in-network  fee  schedule.  How- 
ever, co-payments  and  other  cost- 
sharing features  may  be  different. 

• Pricing  for  the  optional  POS 
plan  must  reflect  an  80  percent 
loss  ratio. 

Act  1410 

An  act  to  authorize  the  Arkan- 
sas State  Medical  Board  to  establish 
a credentialing  information  system. 

• Makes  permanent  the  State 
Medical  Board’s  centralized  collec- 
tion system  for  information  needed 
by  hospitals,  HMOs,  managed  care 
organizations  and  others  who  cre- 
dential physicians. 

• Participation  by  physicians 
and  credentialing  organizations  is 
mandatory,  thereby  eliminating 
costly  and  duplicative  verification 
processes. 
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• Program  start-up  costs  will  be 
funded  by  an  initial  $100  increase 
in  physician  licensing  fees  for 
2000-2001. 

• After  the  data  is  collected, 
the  program  will  be  funded  by  user 
fees.  Physicians  may  not  be 
charged  a credentialing  fee  by  a 
credentialing  organization. 

Act  1 200 

An  act  to  establish  a program  of 
quality  assessment  and  improve- 
ment and  to  require  all  health  car- 
riers and  networks  to  maintain 
grievance  systems. 

• All  health  carriers  and  net- 
works will  make  arrangements  for 
handling  and  resolving  grievances. 
They  must  maintain  records  of 


grievances  filed  concerning  the 
quality  of  health-care  services. 

• Health  carriers  must  submit 
a periodic  report  to  the  director  of 
the  state  Department  of  Health 
describing  the  process  and  proce- 
dures for  resolving  grievances. 
The  report  should  include  total 
number  of  grievances  handled,  a 
compilation  of  the  dates  of  the 
grievances,  reasons  for  them  and 
resolution  of  each  grievance. 

• Health  carriers  must  main- 
tain quality  assessment  and  im- 
provement programs  and  must 
maintain  records  measuring  the 
outcomes  of  health-care  services. 

Act  1071 

The  Consumer-Patient  Radia- 


tion Health  and  Safety  Act 

An  act  to  establish  licensing  re- 
quirements for  all  persons  who  per- 
form X-rays. 

• Creates  a new  category  of 
“limited  license  technologists.”  The 
act  grandfathers  in  all  persons  cur- 
rently performing  X-rays. 

• Persons  not  grandfathered  in 
must  pass  a license  exam  designated 
and  approved  by  the  Board  of  Health. 

• New  employees  will  be 
granted  a temporary  license  imme- 
diately upon  request. 

• Limited  license  technologists 
may  take  X-rays  of  the  chest  and 
skeletal  structures. 

• Licensees  must  complete  six 
hours  of  continuing  education  an- 
nually. ■ 


HEALTHY 


WEALTHY 


& WISE. 


Financial 


strategies 
specifically  for 
physicians. 


At  Hutchinson/Ifrah, 
we  understand  the  issues 
that  put  a physician’s  practice 
and  personal  assets  at  risk. 
But  our  idea  of  being  healthy, 
wealthy  and  wise  is  more  than 
simply  saving  on  taxes  and 
protecting  your  assets, 
it’s  about  maximizing  your 
investment  potential  and 
planning  for  a tax-free 
retirement.  Give  us  a call  at 
501/223-9190  and  let  us  show 
you  how  we  can  help  physicians 
achieve  a healthy  bottom  line. 


Hutchinson/Ifrah 

! H A ■ Financial  Services,  Inc. 

■ Pill  lilllllllllllllinill  II  M 

WE  REALIZE  YOUR  POTENTIAL. 

12511  Cantrell  Road  • Little  Rock,  Arkansas  72223 
(501)  223-9190  ■ 800-635-9985 
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New  Members 


Bradley  Scott  Boop,  MD 

Specialty:  N 
8924  Kanis  Road 
Little  Rock  72205 
(501)  227-4750 

Michael  Z.  Chesser,  MD 

Specialty:  N 
8924  Kanis  Road 
Little  Rock  72205 
(501)  224-4750 

Joseph  S.  Dugger,  MD 

Specialty:  FP 

2900  Hawkins  Drive 
Searcy  72143 
(501)  278-2800 

Max  Ann  Ferguson,  MD 

Specialty:  U 
500  S.  University,  #512 
Little  Rock  72205 
(501)  664-4364 

Jeffrey  Hamby,  MD 

Specialty:  FP 

822  S.  Broadway 
Van  Buren  2956 
(501)  474-5061 

Michael  E.  Hodges,  MD 

Specialty:  FP 

126  West  6th  St. 

Mountain  Home  72653 
(870)  425-3131 

Cheryl  S.  Jayne,  MD 

Specialty:  R 

911  W.  Grand  Ave. 

Hot  Springs  71913 
(501)  623-6693 

Ronald  Kuhn,  MD 

Specialty:  U 
9600  Lile  Drive,  # 200 
Little  Rock  72205 
(501)  225-9755 

Hemal  Mehta,  MD 

Specialty:  PD 

Hwy.  65  South,  P.O.  Box  7 
Dumas  71639 
(870)  382-5350 

Gary  Dean  Myers,  MD 

Specialty:  GS 
101  Skyline  Drive 
Russellville  72801 
(501)  968-2345 


John  Robert  Pace,  MD 

Specialty:  NS 

1 Mercy  Lane,  # 502 
Hot  Springs  71913 
(501) 321-1329 

Nick  J.  Paslidis,  MD 

Specialty:  IM 

10120  Charterhouse  Road 
Little  Rock  72227 
(870)  552-7303 

Lalita  Perkins,  MD 

Specialty:  P 

2 Bemey  Way  Court 
Little  Rock  72223 

Christopher  H.  Pope,  MD 

Specialty:  TR 

P.O.  Box  56409 
Little  Rock  72215 
(501)  664-8573 

David  L.  Posey,  MD 

Specialty:  GS 
501  Virginia  Drive 
Batesville  72501 
(870)  698-1846 

Safwan  Sakr,  MD 

Specialty:  IM 

810  A Newman  Drive 
Helena  72342 
(870)  338-7441 

Kathleen  Sitarik,  MD 

Specialty:  R 

500  S.  University,  #108 
Little  Rock  72205 
(501)  664-3914 

Jon  Tarpley,  MD 

Specialty:  FP  Resident 

300  East  6th  St. 

Texarkana  75503 
(870)  779-6000 

Debra  Williams,  DO 

Specialty:  P 
1 18  N.  Bettis  Suite  C 
Pocahontas  72455 
(870)  892-0615 

Robert  S.  Williams,  MD 

Specialty:  FP 

25  Pottawattamie  Drive 
Cherokee  Village  72529 
(870) 257-5116 


OBITUARY 

Dr.  Steven  Morris 
Moore,  43,  of  Jonesboro 
passed  away  Dec.  2 1 , 

1998,  at  M.D.  Ander- 
son Cancer  Center  in 
Houston. 

He  graduated  in 
1973  from  Little  Rock 
Central  High  School. 

He  received  his 
bachelor  of  arts,  magna 
cum  laude,  in  chemistry 
and  mathematics  from 
Vanderbilt  University 
in  Nashville,  Tenn.,  in 
1977.  In  1981,  he 
received  his  doctor  of 

IN  MEMORIAM 

The  following  mem- 
bers of  the  Arkansas 
Medical  Society  who 
passed  away  this  past  year 
were  remembered  during 
the  1999  AMS  Annual 
Session: 

Troy  F.  Barnett,  MD, 

Little  Rock 

C.  Harold  Beasley,  MD, 
Heber  Springs 
Banks  Blackwell,  MD 
Pine  Bluff 

Ronald  J.  Bracken,  MD, 

Hot  Springs 

Bruce  B.  Brown  Jr.,  MD, 
Springdale 

Edward  R Hammons,  MD, 
Forrest  City 

Alfred  B.  Hathcock,  MD, 
Fort  Smith 

Harold  B.  Hawley,  MD, 
Little  Rock 


medicine  from  the 
University  of  Arkansas  for 
Medical  Sciences  in  Little 
Rock.  He  completed  his 
residency  in  radiology  at 
the  University  of  Tennes- 
see in  Memphis,  Tenn.,  in 
1985,  before  joining 
Associated  Radiologists 
LTD  in  Jonesboro. 

Survivors  include  his 
wife,  Kathy;  his  parents, 
Jesse  and  Wanda  Moore 
of  Little  Rock;  two  sisters 
and  brother-in-laws,  Kay 
and  Larry  Payton  of  Tulsa, 
Okla.,  and  Leslie  and 
Mark  Elledge  of 
Richardson,  Texas;  and 
four  nieces  and  nephews. 


Charles  R.  Henry  Sr.,  MD, 
Little  Rock 

Keith  B.  Kennedy,  MD, 
West  Memphis 

AlbinJ.  Krygier,  MD, 
Horseshoe  Bend 

Richard  Martin,  MD, 
Paragould 

Robert  D.  McKinney,  MD, 
Greenwood 

Steven  M.  Moore,  MD, 
Jonesboro 

Gordon  P.  Oates,  MD, 

Little  Rock 

Norman  Peacock,  MD, 
Ashdown 

Claud  F.  Peters,  MD, 
Malvern 

J.  Kenneth  Thompson,  MD, 
Santa  Barbara,  California 

Thomas  P.  Thompson,  MD, 
Hot  Springs 

James  R.  Weber,  MD, 

Little  Rock 
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Original  manuscripts  are  accepted  for  consideration  on  the 
condition  that  they  are  contributed  solely  to  this  journal.  Material 
appearing  in  The  Journal  of  the  Arkansas  Medical  Society  is  protected 
by  copyright.  Manuscripts  may  not  be  reproduced  without  the 
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hospital  or  university  appointments  of  the  author(s).  All  scientific 
manuscripts  must  include  an  abstract  of  not  more  than  100  words. 
The  abstract  is  a factual  summary  of  the  work  and  precedes  the 
article.  Manuscripts  should  be  typewritten,  double-spaced,  and 
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under  most  unusual  circumstances. 

REFERENCES 

References  should  be  limited  to  ten;  if  more  than  ten  are  listed, 
the  author(s)  may  designate  the  ten  most  significant  to  be  printed 
and  readers  will  be  referred  to  the  author(s)  for  the  complete  list. 
References  must  contain,  in  the  order  given:  name  of  author(s), 
title  of  article,  name  of  periodicals  with  volume,  page,  month  and 
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which  they  appear  in  the  text.  Authors  are  responsible  for  reference 
accuracy. 
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indicate  the  top  of  the  illustration.  In  photographs  in  which  there 
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REPRINTS 
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J udy  Hicks  at  The  Journal  office.  Orders  cannot  be  accepted  for  less 
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AMS  BENEFITS,  INC. 


A wholly  owned  subsidiary  of  the 
Arkansas  Medical  Society 
P.  O.  Box  55088 

Little  Rock,  Arkansas  72215-5088 
(501)  224-8967 
WATS  1-800-542-1058 
FAX  (501)  224-6489 
Ask  about  our  other  services  including 

■Professional  Overhead,  Disability 
& Life  Insurance. 


The  Arkansas  Medical  Society  Health  Benefit,  Program  is  a health  insurance  plan  designed  exclusively 
members  of  the  Arkansas  Medical  Society.  Underwritten  by  American  Investors  Life  Insurance  Compai 
Indemnity  and  managed  care  plans  available.  For  information  call  (501)  224-8967  or  1-800-542-1058, 


Selecting  Malpractice 
Insurance  Based  on 
Lov  Rates  is  the  Original 
High  Risk  Procedure. 


The  real  question  is  what  are  you  getting  for  your  money,  and  just  what  is  the  potential  cost  of  being 


inadequately  prepared  in  the  event  of  litigation?  As  doctors  with  over  20  years  of  experience 
in  serving  other  doctors,  we  just  don’t  think  playing  the  odds  is  such  a great  idea.  When  it  comes 
to  something  as  important  as  malpractice  insurance,  who  can  afford  to  take  chances? 


For  more  information,  contact  Susan  Decareaux  or  Thad  DeHart  • P.O.  Box  1065,  Brentwood,  TN  37024-1065  • e-mail:  svmic@svmic.com 
Web  Site:  www.svmic.com  • 1-800-342-2239  • (615)  377-1999 
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Sometimes  it's  simple  instructions  that  make  a difference. 

Aspirin  for  heart  attack.  Flu  shots.  Eye  exams  for  diabetics 


And,  sometimes  it's  complex  treatments  that  are  critical 


Keeping  you  on  top  of  the  latest  clinical  guidelines,  whether  they  are  simple  or  complex,  is  just  one  way 
Arkansas  Foundation  for  Medical  Care  helps  you  improve  health  care  for  thousands  of  Medicaid  and 
Medicare  patients  in  Arkansas. 


Through  initiatives  like  our  Health  Care  Quality  Improvement  Program  (HCQiP),  we  help  health  care 
professionals  identify  opportunities  to  improve  the  delivery,  quality  and  cost-effectiveness  of  health  care. 


Combining  the  most  current  data  analysis  and  clinical  practice  guidelines,  our  collaborative  improvement 
projects  are  setting  a new  standard  in  evidence-based  medicine. 

Arkansas  Foundation 

Together,  were  improving  the  quality  of  health  care  for  all  Arkansans.  for  Medical  Care 


For  more  information  on  HCQIP  projects,  Medicaid  Managed  Care  Serivces  and  Health  Data  Solutions, 
contact  the  Arkansas  Foundation  for  Medical  Care  at  SO  I -649-8501. 

Or  vbit  our  web  site  at  http://www.afmc.org  . 
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Selecting  Malpractice 
Insurance  Based  on 
Lov  Rates  is  the  Original 
High  Risk  Procedure. 
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'k,  we  admit  it.  There  are  “cheaper”  sources  for  malpractice  insurance  than  SVMIC.  No  question  about  it. 
The  real  question  is  what  are  you  getting  for  your  money,  and  just  what  is  the  potential  cost  of  being 
inadequately  prepared  in  the  event  of  litigation?  As  doctors  with  over  20  years  of  experience 
in  serving  other  doctors,  we  just  don’t  think  playing  the  odds  is  such  a great  idea.  When  it  comes 
to  something  as  important  as  malpractice  insurance,  who  can  afford  to  take  chances? 
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TMI  and  TLW 

Lee  Abel,  MD 


he  caduceus  is  a well  known  symbol  for  the  medical  profession,  but 
exactly  what  this  winged  staff  is  has  never  been  very  clear  to  me. 

I don’t  think  I was  taught  this  in  medical  school,  and  probably  most 
physicians  aren’t.  The  caduceus  has  always  just  seemed  a mere  decorative 
item,  rather  than  something  of  any  significant  meaning.  Then  I read  in  a 
Robertson  Davies  novel  the  story  of  the  caduceus  and  now  it  seems  very  mean- 
ingful. The  story,  as  one  of  the  characters  in  the  novel  tells  it,  goes  thusly: 
“Once  when  Hermes  walked  abroad  he  came  on  two  snakes  fighting  furiously. 
To  make  peace  and  establish  balance  or  reconciliation  or  whatever,  he  thrust 
his  staff  between  the  snakes  and  they  crawled  up  it,  still  hissing,  but  this  time  in 
concord,  and  they  have  remained  twined  about  the  staff  of  the  healer  to  this 
day.  And  what  are  the  snakes?  You  could  call  them  Knowledge  and  Wisdom.” 1 
Something  most  physicians  were  taught  in  medical  school  is  the  truism 
that  medicine  is  both  an  art  and  a science.  Thus,  it  would  be  very  familiar  for 
us  to  see  the  snakes  as  symbolizing  these  two  polarities,  that 
is  the  humanistic/spiritual/nonquantitative  side  of  medicine 
and  the  technical/scientific  side.  It  is  less  familiar,  but  very 
intriguing,  to  see  the  snakes  as  symbolizing  knowledge  and 
wisdom.  Have  knowledge  and  wisdom  ever  “fought  it  out  in 
the  street”  as  the  story  of  the  caduceus  goes?  Aren’t  they 
basically  the  same  thing?  They  do  have  similar  meanings, 
but  they  aren’t  the  same  thing,  and  to  this  idea  I’ll  return 
later. 

Maureen  Dowd,  the  Pulitzer  Prize-winning  columnist 
for  The  New  York  Times,  wrote  last  year  about  what  she  called 
TMI  or  too  much  information.  She  wrote  this  in  reference 
to  the  media’s  fixation  on  the  sexual  lives  of  politicians. 
She  felt  that  many  of  the  details  being  reported  were  TMI. 
She  went  on  to  say  that  the  prospect  of  hearing  about  the 
private  sexual  affairs  of  certain  members  of  Congress,  men- 
tioned by  name,  was  way,  way  TMI.  Though  she  was  being 
satirical,  is  it  really  possible  in  our  society  to  have  too  much 
information?  This  after  all  is  the  “information  age,”  and 
when  it  comes  to  information,  the  dominant  theme  in  our  society  is  the  more 
the  better. 

I think  I see  examples  of  TMI  in  my  practice.  Recently,  I saw  a older 
woman  who  presented  handouts  on  each  of  her  five  prescription  medications. 
They  had  been  given  to  her  at  a new  pharmacy  she  had  tried.  She  had  been 
quite  upset  to  read  the  very  long  list  of  possible  side  effects  and  began  to 
experience  some  of  them.  (A  reminder  of  the  reality  and  power  of  the  nocebo 
effect.  Fortunately,  she  did  not  stop  her  medication).  The  number  of  side 
effects  listed  on  the  handouts  was  so  large  and  many  of  them  so  rare  (hydro- 
chlorothiazide was  listed  as  a cause  of  abdominal  pain)  that  the  information 
became  worthless. 


Have 

knowledge 
and  wisdom 
ever 

"fought  it 
out  in  the 
street”  as 
the  story  of 
the 

caduceus 

goes? 
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Perhaps  we  doctors  don’t  always 
educate  patients  well  enough  about 
their  medicines,  hut  the  solution  is 
not  to  give  all  patients  reams  of  in- 
formation without  individualizing  the 
information  and  making  sure  it  is  rel- 
evant, appropriate  and  understood. 
The  information  given  to  this  woman 
had  been  done  with  good  intent,  but 
it  hurt  more  than  it  helped. 

The  information  revolution  has 
led  to  an  astonishing  amount  of  infor- 
mation available  to  the  public.  This 
has  many  benefits,  and  it  has  led  to 
some  problems.  The  print  and  broad- 
cast media  have  a huge  appetite  for 
medical  “news,”  and  a high  priority  is 
placed  on  making  the  news  entertain- 
ing. Thus  the  emphasis  is  on  the  seem- 
ingly miraculous  (organ  transplanta- 
tion), the  frightening  (flesh-eating 
strep),  and  the  contradictory  (fiber 
may  not  protect  against  colon  can- 
cer). 

Preliminary  studies  may  receive 
wide  attention,  new  findings  may  not 
he  placed  in  the  proper  context,  or 
the  information  may  be  largely  irrel- 
evant to  a particular  population  (sev- 
eral of  my  patients  have  the  impres- 
sion from  media  reports  that  Arkan- 
sans should  get  the  Lyme  vaccine). 
Medical  researchers  may  call  press 
conferences  and  in  their  enthusiasm 
exaggerate  the  significance  of  their 
work.  Even  when  the  reporting  is  ac- 
curate, the  challenge  of  fitting  com- 
plicated medical  issues  into  sound 
bites  can  lead  to  distortions.  It’s  pos- 
sible to  end  up  with  unrealistically 
optimistic  expectations  about  what 
medicine  can  do,  while  at  the  very 
same  time  also  develop  cynicism 
about  the  ability  of  scientific  research 
to  settle  any  question. 

Media  reporting  is  only  one 
source  of  medical  information  dis- 
seminated to  the  public.  Pharmaceu- 
tical companies  spend  huge  amounts 
on  advertising  medicines  (prescrip- 
tion and  non-prescription).  These 
advertisements  do  succeed  in  in- 
creasing drug  sales  and  do  heighten 
people’s  awareness  of  symptoms  and 


illness. 

Authors  of  best-selling 
books  promote  a myriad  of 
controversial  theories  and 
therapies.  Hospitals,  insur- 
ance companies  and  doctors 
also  spend  large  sums  on  ad- 
vertising. Sometimes  this  in- 
formation is  educational  and 
a public  service,  but  as  with 
all  advertising,  there  may  be 
aspects  of  it  that  are  much 
more  self-serving  than  public- 
serving. The  newest  source  of 
medical  information  is  the 
Internet.  Unlike  the  above 
sources  of  information  that 
are  hard  to  avoid,  it  requires 
some  initiative  to  get  on  the 
information  highway.  The  Internet 
contains  much  valuable  information, 
but  much  erroneous  information  is 
also  available.  How  many  people  are 
able  to  tell  the  difference? 

Much  of  the  information  being 
broadcast  fills  up  time  and  space,  but 
it’s  useless.  It’s  just  information  clut- 
ter; an  example  of  more  being  less.  It 
may  not  always  be  harmless.  It  can  dis- 
tract us  from  what  is  important  and 
distort  our  perspective.  We  worry 
about  Ebola  virus  or  brain  tumors  and 
yet  continue  to  smoke  (maybe  we  even 
smoke  more).  The  hype  over  a new 
drug  or  a new  medical  procedure  may 
persuade  us  that  our  health  is  some- 
body else’s  business. 

The  focus  on  rare  diseases,  un- 
usual outcomes  and  improbable  risks 
can  increase  feelings  of  insecurity. 
Instead  of  being  enlightened,  we  just 
have  more  to  worry  about.  When  you 
forget  your  keys;  it’s  not  just  forget- 
ting your  keys;  it  could  be  the  first  sign 
of  Alzheimer’s. 

Of  course,  the  information  revo- 
lution has  affected  many  aspects  of  so- 
ciety besides  medicine.  We  know 
about  storms  on  the  other  side  of  the 
world,  we  know  minute  details  about 
celebrities  and  sporting  events,  we 
know  where  the  Dow  closed,  we  know 
innumerable  advertising  slogans,  but 
how  well  do  we  know  ourselves? 


Maybe  TMI  is  hazardous  to 
health  and  happiness. 

Which  brings  us  back  to 
the  question  of  the  differ- 
ence between  knowledge 
and  wisdom.  Information, 
knowledge  and  wisdom  are 
synonyms.  According  to 
Webster’s  Dictionary,  infor- 
mation refers  to  “facts  told, 
read,  or  communicated  that 
may  be  unorganized  and 
even  unrelated.” 2 Drowning 
in  unrelated  facts  is  not  an 
education,  and  tuning  out 
the  information  onslaught  is 
not  ignorance;  it  can  be 
healthy.  Knowledge  is  de- 
fined as  “an  organized  body 
of  information,  or  the  comprehension 
and  understanding  consequent  on  hav- 
ing acquired  and  organized  a body  of 
facts.” 3 Knowledge  can  be  powerful.  It 
can  improve  lives  and  improve  society. 
Wisdom  is  more  difficult  to  define  but 
“is  a knowledge  of  people,  life,  and  con- 
duct.” 4 It  involves  discernment,  insight 
and  experience.  A character  in  Davies’ 
novel  points  out  that  wisdom  is  not  just 
experience;  it’s  experience  understood. 
To  be  wise  is  also  to  be  kind  and  com- 
passionate. One  could  have  acquired 
great  knowledge,  but  if  kindness  and 
compassion  has  been  lost,  then  one 
doesn’t  have  wisdom. 

In  a couple  of  years  one  of  two 
competing  groups  will  probably  have 
succeeded  in  the  race  to  sequence  the 
entire  DNA  of  the  human  genome. 
This  will  bring  us  a great  amount  of 
knowledge  and  much  potential  ben- 
efit, but  it  won’t  make  us  wiser.  Wis- 
dom can’t  always  be  gained  in  a 
straightforward  way.  Pulling  an  “all 
nighter”  cramming  for  a test  may  in- 
crease your  knowledge  but  may  not 
increase  wisdom. 

We  learn  wisdom  in  many  differ- 
ent ways.  Sometimes  it  is  fostered  by 
slowing  down,  reflecting,  praying  or 
meditating,  all  of  which  may  seem 
“nonproductive’  in  our  busy,  achieve- 
ment-oriented society.  Patients,  friends, 
Continued  on  page  44 
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FROM  THE  AMS  STAFF 


Changes  to  Journal  Will  Help 
Physicians  Stay  Abreast 

erhaps  by  now  you’ve  noticed  that  changes  are  being  made  to  The  Journal  of 
the  Arkansas  Medical  Society. 

While  many  of  the  changes  are  cosmetic,  you  should  also  begin  to  notice 
changes  in  the  type  of  information  presented.  Do  you  want  to  know  how  your  col- 
leagues in  Fayetteville  are  responding  to  managed  care?  How  about  which  insurance 
plans  pay  promptly?  You  probably  won’t  find  it  anywhere  else,  so  watch  for  future  issues. 

Hopefully,  this  column  and  the  feature  articles  coming  in  future  months  will  pro- 
vide Arkansas  physicians  with  a broader  view  of  their  medical  society  and  a better 
understanding  of  the  events  shaping  the  practice  of  medicine  in  Arkansas. 

In  this  column,  we  will  attempt  to  keep  you  informed  about  what  your  medical 
society  staff  and  leadership  are  doing  on  your  behalf. 

Over  the  past  year,  insurance  company  payment  practices  have  reached  the  break- 
ing point  with  physicians,  patients  and  many  state  legislators.  In  April,  a prompt  payment 

bill  supported  by  the  AMS  passed  the  Arkansas 
House  of  Representatives  by  a vote  of  87-2  only  to 
stall  in  the  Senate  Insurance  and  Commerce  Com- 
mittee during  the  final  days  of  the  session. 

Arkansas’  Insurance  Commissioner  Mike 
Pickens  has  responded  by  convening  a task  force  of  interested  parties  to  recommend 
new  regulations  on  prompt  payment.  AMS  staff  members  serving  on  the  task  force  will 
be  working  with  other  health  associations  during  the  summer  to  recommend  changes 
that  will  require  insurance  companies  and  health  maintenance  organizations  to  pay 
claims  in  a more  timely  fashion.  If  this  objective  cannot  be  accomplished  by  regulation, 
the  Arkansas  Medical  Society  will  begin  a grass  roots  effort  to  pass  legislation  during 
the  next  legislative  session. 

AMS  staff  also  will  be  working  with  the  Arkansas  Workers’  Compensation  Com- 
mission to  develop  a new  medical  fee  schedule  for  work-related  injuries.  In  1994,  the 
Arkansas  Medical  Society  helped  develop  the  first  medical  fee  schedule  for  the  Com- 
mission. Since  that  time,  changes  in  CPT  coding  and  inflation  have  rendered  the 
schedule  obsolete. 

The  Commission  has  asked  the  AMS  to  again  assist  its  staff  to  develop  a revised  fee 
schedule.  Meetings  have  been  scheduled  during  June  and  July  for  this  purpose.  The 
goal  will  be  to  develop  a schedule  that  is  fair  and  reasonable  with  some  type  of  feature 
that  will  enable  the  Commission  to  easily  update  it  annually. 

AMS  President  Lloyd  Langston,  MD  (Pine  Bluff)  has  announced  that  a long- 
range  planning  committee  will  be  established  to  help  identify  trends  affecting  Arkan- 
sas physicians  and  develop  appropriate  initiatives  to  respond  to  them. 

The  Arkansas  Medical  Society  has  a proven  track  record  of  meeting  the  needs  of 
Arkansas  physicians.  However,  every  successful  organization  must  continually  be  alert 
to  trends  and  changes  affecting  their  membership.  Take  for  example  the  trends  in  phy- 
sician ownership.  More  and  more,  physicians  are  opting  to  become  employees  rather 
than  owners.  While  this  trend  is  not  new,  it  is  growing  at  a fast  pace.  The  needs  of 
physicians  as  “employees”  sometimes  vary  greatly  from  those  of  physicians  as  “employ- 
ers” or  “owners.”  The  AMS  must  be  positioned  to  meet  the  changing  needs  of  both  of 
these  groups  or  risk  losing  their  participation. 

For  questions  or  comments  on  these  topics  call  the  AMS  office  at  (501 ) 224-8967 
or  (800)  542-1058.  You  also  can  e-mail  the  AMS  at  ams@arkmed.org. 


Continued  from  page  42 
family,  strangers  and  even  people  we 
might  secretly  consider  our  “enemies” 
can,  knowingly  and  unknowingly, 
teach  us  wisdom.  Human  wisdom  is 
not  an  all-the-time  phenomenon.  We 
all  make  mistakes  and  have  our  mo- 
ments of  foolishness.  In  our  society 
we  seem  to  almost  worship  informa- 
tion, but  our  most  serious  mistakes 
(most  of  mine  at  least)  seem  to  occur 
not  so  much  because  of  lack  of  knowl- 
edge but  because  of  too  little  wisdom 
or  TLW. 

To  be  a good  physician  requires  a 
lot  of  knowledge,  and  this  must  be  bal- 
anced with  a lot  of  wisdom.  Because 
of  the  amazing  advances  of  medical 
science  it’s  easy  to  undervalue  “the 
other  snake.”  I get  reminded  of  this 
when  I see  patients  who  aren’t  helped 
by  anything  that  the  scientific  side  of 
medicine  currently  has  to  offer. 

A rarer,  but  more  painful  re- 
minder is  when  patients  get  worse 
because  of  medical  technology.  All 
our  information  and  technical 
knowledge,  wonderful  though  it  can 
be,  doesn’t  make  us  wiser  than  the 
ancients.  This  carrying  of  the  cadu- 
ceus  can  seem  like  a job  better 
suited  for  the  gods  than  for  us  mere 
mortals.  But  one  of  the  wonderful 
ironies  of  life  is  that  our  mistakes,  if 
we  allow  them,  can  become  our  very 
best  teachers  of  wisdom.  I find  that 
piece  of  information  very  hopeful.  ■ 
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Blood  Pressure 
Tops  Doctors’  List 
for  CVD  Prevention 

It’s  a fact  that  cardiovascu- 
lar disease  is  the  leading  cause 
of  death  in  the  United  States, 
although  doctors  use  a wide 
variety  of  services  to  prevent 
and  treat  this  ailment. 

According  to  a study  by 
researchers  at  Massachusetts 
General  Hospital  — paid  for 
in  part  by  the  agency  for 
Health  Care  Policy  and  Re- 
search — blood  pressure  mea- 
surement topped  the  array  of 
prevention  services.  Blood 
pressure  was  measured  in  50 
percent  of  the  3 1 ,000  adult  vis- 
its to  doctors.  Counseling  for 
exercise  and  treatment  with 
antihypertensives  were  next  at 
12  percent,  followed  by  weight 
counseling  (6  percent),  choles- 
terol testing  (5  percent),  cho- 
lesterol counseling  (4  percent), 
smoking  counseling  (3  per- 
cent) and  lipid-lowering  medi- 
cations (2  percent).  Cardiovas- 
cular disease  accounts  for  41 
percent  of  deaths  in  the  U.S. 

The  study,  which  in- 
cluded 1,521  physicians,  also 
found  cardiologists  were  more 
likely  to  provide  prevention 
services  than  were  other  doc- 
tors. 

The  research  was  con- 
ducted by  Dr.  Randall  S. 
Stafford  and  David  Blumen- 
thal.  It  was  published  as  “Spe- 
cialty Differences  in  Cardio- 
vascular Disease  Prevention 
Practices”  in  the  Journal  of  the 
American  College  of  Cardiology, 
32.  ■ 


Clinton  Plan  Could 
Give  Agency  Power 
to  Choose  Contracts 

The  Clinton  administra- 
tion is  looking  into  a plan  that 
would  give  the  Health  Care 
Financing  Administration 
power  to  choose  Medicare  fee- 
for-service  benefits  contracts. 
Medicare  pays  about  $1.25  bil- 
lion for  hospital  services  each 
year.  The  plan  would  leave 
some  hospitals  without  Medi- 
care contracts. 

Other  plans  being  consid- 
ered include  adding  a prescrip- 
tion drug  benefit  to  Medicare 
and  using  1 5 percent  of  the  fed- 
eral budget  surplus  (about  $700 
billion  over  1 5 years)  to  solidify 
Medicare’s  hospital  trust  fund. 
The  extra  money  would  keep 
the  fund  solvent  for  at  least  an 
additional  12  years. 

Health  and  Human  Ser- 
vices Secretary  Donna  Shalala 
has  said  selective  contracts 
and  bidding  would  make 
Medicare  more  efficient  and 
keep  costs  down.  ■ 

Reporting  New  Hires 
Helps  Find  Parents 
Who  Owe  Child  Support 

A relatively  new  fed- 
eral law  designed  to  find 
parents  who  owe  child 
support  requires  employers 
to  report  new  hires  to  the 
Arkansas  New  Hire  Report- 


ing Center  within  20  days. 

The  law  is  part  of  the  1996 
Welfare  Reform  Act;  the  Ar- 
kansas New  Hire  Reporting 
Law  went  into  effect  Oct.  1, 
1997.  The  law  is  intended  to 
speed  the  process  of  finding 
noncustodial  parents  who 
aren’t  keeping  up  with  child 
support  payments.  The  system 
is  expected  to  decrease  the 
number  of  families  who  de- 
pend on  welfare,  Medicaid  and 
food  stamps. 

Call  (501)  376-2125  or 
(800)  259-2095,  or  visit  the 
web  site  at  www.AR- 
Newhire.com  for  more  infor- 
mation. ■ 

UAMS  Awarded 
for  Family  Practice 
Program  Efforts 

The  University  of  Arkan- 
sas for  Medical  Sciences  re- 
ceived the  Gold  Achievement 
Award  from  the  American 
Academy  of  Family  Physicians 
for  having  a high  percentage 
of  graduates  who  have  entered 
family  practice  residency  train- 
ing programs  since  1996. 

Thirty-three  percent  of 
UAMS  graduates  since  1996 
have  entered  family  practice 
programs.  That’s  second  in  the 
nation,  according  to  I.  Dodd 
Wilson,  dean  of  the  College  of 
Medicine. 

“Having  the  department 
of  family  and  community 
medicine  present  on  the  main 
UAMS  campus  helps  expose 
medical  students  to  family 
medicine  throughout  their 
four  years  of  medical  school,” 


said  Dr.  Geoffrey  Goldsmith, 
chairman  of  the  department. 
“Several  programs  also  encour- 
age medical  students  to  con- 
sider a rural  location  as  the  site 
for  their  family  practice  office 
and  clinic.” 

The  award  reflects  progress 
in  the  state’s  efforts  to  draw 
physicians  to  rural  areas  of  the 
state.  ■ 


Student  Group  Plans 
Program  to  Alleviate 
Primary  Care  Shortage 

According  to  the  Ameri- 
can Medical  Student  Associa- 
tion, a shortage  of  primary-care 
physicians  has  put  a crimp  in 
delivery  of  care  to  underserved 
communities  and  uninsured 
citizens. 

To  draw  attention  to  the 
problem,  the  AMSA  — with 
help  from  the  U.S.  Health  Re- 
sources and  Services  Adminis- 
tration — is  developing  a pro- 
gram for  National  Primary  Care 
Week,  Sept.  27-Oct.  1,  on  prac- 
tically every  medical  school 
campus. 

The  Council  of  Graduate 
Medical  Education  has  recom- 
mended a physician  workforce 
of  50  percent  primary-care  doc- 
tors and  50  percent  specialists. 
Not  enough  generalists  and  too 
many  specialists  were  in  train- 
ing in  1998  to  meet  the  recom- 
mended percentages.  ■ 
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A proud  supporter  of  the  Arkansas  Medical  Society  Convention 


YEARS  AGO 


Natural  Substances 
in  Treatment 

Many  of  today’s  medical  journal 
articles  and  many  medical  meetings  are 
embroiled  in  the  debate  over  the  use  of 
natural  substances  in  the  treatment  of 
patients.  This  is  not  a new  phenom - 
enon.  Reprinted  below  is  an  excerpt 
from  the  proceedings  of  the  24th  An- 
nual Session  of  the  Arkansas  Medical 
Society  held  May  10-11,  1899. 

Dr.  Clegg:  It  occurs  to  me  that 
the  subject  of  materia  medica  has 
been  most  woefully  neglected  in 
the  discussions  of  this  society  ever 
since  its  existence.  It  is  acknowb 
edged  by  botanists  that  the  state 
of  Arkansas  has  the  most  abundant 
flora  of  any  state  in  the  Union.  It 
has  occurred  to  me  that  the  me- 
dicinal flora  of  this  state  has  been 
woefully  neglected;  that  it  is  not 
properly  developed.  If  some  mem- 
ber of  the  society  can  suggest  some 
shape  to  get  the  matter  before  the 
society,  I think  it  would  he  advis- 
able. 

Dr.  Lantorn:  Mr.  President,  I 
think  there  ought  to  be  a section 
on  materia  medica  and  therapeu- 
tics for  our  society.  We  have  got  one 
on  surgery  and  gynecology  and  the 
practice  of  medicine.  I think  if  we 
had  a section  on  materia  medica 
and  therapeutics,  we  would  soon  in- 
vestigate this  business  and  get  it 
before  us. 

Dr.  Clegg:  Then,  if  it  is  in  order, 

I make  a motion  that  a section  on 
medical  botany  and  materia  medica 
be  formed  for  this  society. 

The  motion  was  seconded.  ■ 
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SPECIAL  REPORT 


Holt-Krock  Sale  Will  End 
5-Year  Storm 

By  Natalie  Gardner 


Directors  of  Fort  Smith’s 
Holt-Krock  Clinic,  after 
enduring  a couple  of 
stormy  years,  are  looking  forward 
to  a brighter  forecast  by  the  end 
of  the  summer. 

The  sale  of  the  clinic  to 
Sparks  Medical  Foundation,  part 
of  Sparks  Regional  Medical  Cen- 
ter in  Fort  Smith,  may  close  in 
August.  The  sale  is  the 
community’s  answer  to  the  war 
waged  between  the  clinic’s  phy- 
sicians and  its  owner,  PhyCor 
Inc.,  a physician  practice  man- 
agement company  based  in  Nashville,  Tenn. 

PhyCor  Inc.  purchased  the  77-year-old  clinic  in  1994, 
and  what  followed  was  a host  of  contract  disputes  between 
many  of  the  clinics’  physicians  and  the  PPM.  By  1998,  many 
of  Holt-Krock’s  doctors  began  leaving  the  clinic,  and  38  phy- 
sicians filed  lawsuits  against  PhyCor  over  a noncompete  clause 
in  their  contracts.  The  contracts  did  not  allow  Holt-Krock  phy- 
sicians to  leave  the  clinic  and  practice  in  the  surrounding  area. 

To  help  keep  the  doctors  in  the  area,  Sparks  Medical  Cen- 
ter began  hiring  physicians  who  were  leaving  the  clinic.  The 
medical  center  agreed  to  pay  the  physicians’  liquidated  dam- 
ages to  PhyCor. 

“During  that  time,  there  were  some  serious  gaps  that  oc- 
curred and  were  threatened,”  said  Michael  Helm,  chief  execu- 
tive officer  of  Sparks  Medical  Center.  “A  five-member  OB/ 
GYN  practice  went  to  one.  We  lost  the  allergy  group,  derma- 
tology and  one  neurosurgeon.  We  continued  to  hold  meetings 
with  the  Holt-Krock  physicians  and  PhyCor,  but  the  doctors 
would  no  longer  work  for  PhyCor.  So  it  was  hire  them  to  stay 
or  they  would  leave  the  community.” 

The  hospital  has  a vested  interest  in  the  stability  of  Holt- 
Krock  since  90  percent  of  its  admissions  come  from  Holt-Krock 
referrals,  Helm  said. 

What  was  created  was  the  Sparks  Medical  Foundation,  a 
division  of  the  medical  center  that  directly  employs  physicians. 
In  1998,  about  50  out  of  130  Holt-Krock  doctors  left  to  join 
the  Foundation. 

PhyCor  eventually  sued  Sparks  Medical  Center  for  inter- 
fering in  the  operation  of  the  clinic.  Following  a mediation 
session  overseen  by  William  Sessions,  fonner  director  of  the 
FBI  and  a former  U.S.  district  judge,  the  Foundation  announced 


Jan.  26  that  it  would  acquire  the 
clinic. 

“Right  now,  we’re  ironing  out 
all  the  details,”  Helm  said.  “It  is 
extremely  complex,  and  we  have 
to  make  sure  to  conform  to  all  of 
the  federal  requirements.” 

Terms  of  the  deal  were  final- 
ized at  the  end  of  May;  an  inde- 
pendent counselor  will  evaluate 
the  deal  by  mid-July.  Sparks 
Medical  Center  board  of  direc- 
tors will  review  and  perhaps  ap- 
prove the  terms. 

When  the  deal  is  closed,  the 
Foundation  will  own  52  Holt-Krock  clinics  in  1 1 communities 
and  will  employ  132  physicians — 105  Holt-Krock  doctors  and 
27  new  ones  — and  569  employees. 

“The  model  we  have  created  is  the  largest,  most  compre- 
hensive in  the  state  of  Arkansas  and  probably  Oklahoma,”  Helm 
said.  “There  are  few  systems  like  this  that  have  total  integra- 
tion — clinics,  physicians  and  hospital  services.” 

The  Holt-Krock  name  will  no  longer  be  used  at  the  main 
office,  1500  Dodson  Ave.  The  name  can  be  used  hy  the 
Foundation’s  medical  practice  groups,  hut  only  one  group  — 
an  internal  medicine  group  at  the  main  clinic  — has  expressed 
interest  in  keeping  the  Holt-Krock  name.  Fifteen  groups  will 
use  the  Sparks  name,  while  the  rest  will  use  a variety  of  names, 
Helm  said.  Before  the  ownership  change,  all  the  practice  groups 
had  generic  names;  now  they  will  all  have  a brand  name. 

The  deal  isn’t  done,  hut  the  entire  infrastructure  has  been 
in  place  for  a while.  Sparks  has  been  handling  central  office 
billing  since  last  fall,  and  has  been  handling  central  hilling  for 
all  doctors  since  the  first  of  February. 

In  the  Driver’s  Seat 

The  new  deal  will  be  physician-directed,  with  an  execu- 
tive council  made  up  of  physicians. 

Dr.  Robert  Janes,  a general  surgeon  formerly  at  the  Holt- 
Krock  Clinic  and  chairman  of  the  Foundation’s  executive 
council,  left  the  clinic  last  fall  to  join  the  Foundation. 

“The  clinic  model  was  no  longer  working  in  a way  that 
let  the  physicians  he  adequately  compensated,”  Dr.  Janes 
said.  “A  high  percentage  of  the  doctors  at  the  Holt-Krock 
Clinic  contemplated  leaving  the  community.  We  were 
given  an  opportunity  by  the  Foundation  to  stay  here  with- 
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Dr.  Fred  H.  Krock,  left,  partnered  with  Dr.  Charles 
S . Holt,  founder  of  the  Holt-Krock  Chnic,  in  1 933 . 
Right:  The  Holt-Krock  Clinic  in  1952. 


Moving  On 

Although  numerous  benefits  are  part 
of  the  new  arrangement,  there  is  mixed 
reaction  among  Holt-Krock  physicians, 
Helm  said.  Some  doctors  have  joined  the 
Foundation,  others  are  with  the  clinic  but 
quite  willing  to  join  the  Foundation  and  a 
small  group  prefers  to  not  be  part  of  the 
Foundation. 

“Overall,  it’s  been  very  well  received,” 
Helm  said.  “It  has  provided  these  doctors 
with  a stability  and  a certainty  about  their 
practices.  They  can  remain  where  they  have 
been  satisfied  and  can  maintain  those  im- 
portant relationships  with  their  patients.” 

Josie  Decker,  administrator  of  profes- 
sional and  human  services  and  physician 
liaison  for  Holt-Krock  Clinic,  said  she  and 
the  majority  of  the  clinic’s  staff  and  physi- 
cians are  glad  to  be  a part  of  the  Sparks 
network. 

“We’ve  worked  hand  in  hand  with  the 
Sparks  Medical  Center  for  years,”  said 
Decker,  a 47-year  veteran  of  the  clinic. 
“We’ve  not  had  problems  with  them.  This 
is  the  best  thing  for  the  physicians,  employ- 
ees, Sparks  and  the  commu- 
nity.” 

Dr.  John  Lange,  a urolo- 
gist and  medical  director  of 
Holt-Krock  Clinic,  said  the 
clinic  physicians  are  grateful 
to  Sparks  for  stepping  in  and 
taking  on  such  a huge  opera- 
tion. 

“We’re  fortunate  there’s 
an  organization  that  could 


take  us  in  and  keep  the  physician  base,” 
Dr.  Lange  said.  “I  know  other  physicians  in 
similar  predicaments  and  there’s  no  hospi- 
tal there  to  come  to  the  rescue.  So,  in  that 
way,  a lot  of  the  physicians  think  real  posi- 
tive about  Sparks  and  what  they  are  doing. 
Even  though  it’s  difficult  to  lose  the  clinic, 
it’s  a way  to  save  their  medical  practices.” 

After  the  ownership  change  is  com- 
plete, Dr.  Lange  will  serve  as  medical  di- 
rector of  PremieiCare  Fort  Smith,  the  phy- 
sician-hospital organization  that  contrac- 
tually joined  Holt-Krock  Clinic  and  Sparks 
Medical  Center  before  the  formation  of  the 
Foundation.  Sparks  will  take  full  owner- 
ship of  PremierCare,  and  the  Foundation 
physicians  will  continue  to  participate  in 
the  same  insurance  plans  as  in  the  past, 
including  PremierCare,  QualChoice, 
United  HealthCare,  Prudential,  Medicare 
Complete  and  Medicare  Assignment. 

“One  of  the  advantages  of  the  Sparks 
deal  is  that  everything  will  be  under  local 
control  now,”  Dr.  Lange  said.  “With 
PhyCor,  they  were  out  of  town,  but  now 
all  the  pieces  of  the  puzzle  will  be  under 
one  roof.” 

Dr.  Lange  said  PhyCor  wasn’t  able  to 
make  the  practice  management  part  of 
the  deal  work,  including  information  sys- 
tems, billing,  collecting  and  patient  satis- 
faction surveys. 

“When  we  were  bought  by  PhyCor, 
their  physician  base  increased  by  10  to 
15  percent,”  he  said.  “They  kind  of  hit 
the  big  time  when  we  joined.  We  weren’t 
a fire  sale,  so  it  was  hard  to  bring  us  to  a 


out  risk  of  financial  ruin.” 

That  gesture  is  what  many  of  the  phy- 
sicians found  appealing  — to  be  able  to 
stay  in  the  same  community  and  not  be 
owned  by  a company  that  would  cut 
their  earnings.  The  Foundation  gives  the 
physicians  a guaranteed  income  and  a 
very  active  voice  in  the  operation,  Helm 
said. 

“They  [the  doctors]  aren’t  going  to  be 
answering  to  an  investor-owned  company, 
and  they  will  have  access  to  a significant 
amount  of  capital  to  improve  their  clinic 
operations,”  he  said. 

For  two  years,  the  Foundation’s  doc- 
tors will  have  a guaranteed  income  ar- 
rangement. The  following  two  years  will 
be  a public  service  arrangement  with  no 
guaranteed  compensation.  After  four  years, 
the  physicians  will  be  allowed  to  go  out 
on  their  own. 

“But  we  hope  that  they  will  want  to 
remain  in  Sparks  Medical  Foundation,” 
Helm  said.  “In  this  setup  they  are  rewarded 
for  productivity  from  Day  One,  just  like  in 
a private  practice.” 
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better  situation.  We  were  already  doing 
well  without  them.” 

Over  the  next  four  years,  the  Holt- 
Krock  physicians  will  be  monitoring 
Sparks’  operations,  especially  where  run- 
ning  efficient  practices  is  concerned,  Dr. 
Lange  said. 

“Many  across  the  country  are  getting 
out  of  managing  doctors’  offices,  but 
Sparks  is  going  into  it,”  he  said.  “After  four 
years,  these  doctors  can  spin  out  of  Sparks 
Medical  Foundation.  That  gives  them  an 
out,  and  a lot  say  they  will  exercise  it  if 
the  hospital  is  losing  money  on  their  prac- 
tice. It  will  really  depend  on  the  level  of 
discipline  of  the  physicians  and  making 
sure  everyone  is  coming  together  and 
working  efficiently.” 

Sound  Advice 

Many  of  the  physicians  at  Holt- 
Krock  Clinic  have  strong  feelings  about 
the  PhyCor  situation,  but  many  agree 
PhyCor  fulfilled  its  obligations,  just  not 
in  a way  that  fit  with  the  clinic. 

“I  have  no  personal  ax  to  grind  with 
PhyCor,”  Dr.  Janes  said.  “They  fulfilled 


their  contract  negotiations.  Our  goals  just 
weren’t  aligned,  and  it  wasn’t  fixable  for 
us.  For  us,  the  physicians,  it  was  some- 
thing whose  time  had  come. 

“We  just  never  dreamed  this  would 
happen,  but  it  just  wasn’t  possible  to  prac- 
tice under  those  circumstances.  It  was  all 
financial  though;  patient  care  was  never 
a problem.” 

Dr.  Janes  said  the  clinic  did  its  due 
diligence  and  there  was  never  a question 
of  whether  the  deal  would  work.  Since 
Holt-Krock  is  a large  clinic,  its  physicians 
felt  PhyCor  had  something  to  offer  when 
it  came  to  management. 

“We  visited  a number  of  their  clin- 
ics; we  hired  consultants,  lawyers  and 
accountants,”  Dr.  Janes  said.  “Nothing 
showed  us  that  it  wasn’t  going  to  work. 
Every  situation  is  different.  For  us,  it  be- 
came so  unmanageable  because  we 
weren’t  being  compensated  properly.” 

Dr.  Lange  suggests  physician  groups 
looking  to  join  a physician  practice  man- 
agement group  remain  independent  if  at 
all  possible. 

“Establish  strong  contacts  with  the 


hospital  and  stay  independent  as  best  you 
can,”  he  said.  “You  can  package  every- 
thing for  your  own  office  and  do  it  more 
cost  effectively.  Connect  yourself  with  a 
larger  organization  only  for  things  you 
can’t  handle,  such  as  joining  a network 
for  marketing  purposes  or  using  medical 
records  software  to  help  out.” 

New  Beginnings 

No  one  is  arguing  that  the  Sparks 
deal  is  not  good  for  the  community.  The 
relationship  between  the  hospital  and  the 
Flolt-Krock  Clinic  dates  back  65  years 
when  Dr.  Charles  Holt,  founder  of  the 
clinic,  closed  his  private  hospital  to  take 
over  the  operation  of  Sparks  during  the 
height  of  the  Depression  in  1934. 

Now  the  clinic’s  physicians  and  the 
hospital  will  be  in  one  system,  eliminat- 
ing duplicate  technology  and  service. 

“We  can  really  address  the  cost  of 
care  in  this  new  system,”  Helm  said. 
“And  we  can  aggressively  recruit  physi- 
cians without  the  physicians  having  to 
worry  about  a drop  in  salary  by  bringing 
in  a partner.”  ■ 


On  September  18,  physicians  from  across  Arkansas  will  come 
together  to  leam  the  latest  medical  breakthroughs  in  colorectal 
cancer  at  the  3rd  Annual  Charles  William  Rasco  III  Symposium  on 
Colorectal  Cancer. 

Featured  speakers  include: 

• Elena  Martinez,  MD  - Arizona  Cancer  Research  Center 

• Raymond  Dubois,  MD  - Vanderbilt  University 

• Paul  Wissel,  MD  - GlaxoWellcome 

• Richard Pazdur,  MD  - M.D.  Anderson  Cancer  Center 

• Keith  Heaton,  MD  - UAMS/ACRC/VAH 

• Jean-Pierre  Raufman,  MD  - UAMS/ACRC/VAH 

• R.  Govindarajan,  MD  - UAMS/ACRCAAH 

• Virender  Sharma  - UAMS/ACRCAAH 

• Jillian  Evans,  Ph.D  - Merck  and  McGill  University 

When:  Saturday,  September  18  - 8 a.m.  to  4 p.m. 

Where:  Sam  Walton  Auditorium,  Arkansas  Cancer  Research  Center 
on  the  campus  of  UAMS  in  Little  Rock 

The  $100  registration  fee  includes  refreshments,  lunch  and 
eduational  materials.  Continuing  medical  education  hours  are  also 
awarded  to  attendees. 

For  more  information  call  Morita  Almand  at  (501)  686-6186. 


World  doss  Care 

UNIVERSITY  OF  ARKANSAS  FOR  MEDICAL  SCIENCES 


Number  2 


July  1999  • 51 


Meet  Our  Members 

Joseph  Beck,  MD 

By  Natalie  Gardner 


HIV 

Pioneer 
Stands 
Up  for 
Patients  * 
Rights 


You  could  call  Dr.  Joseph  Beck,  the 
new  chairman  of  the  Arkansas  Medi- 
cal  Society  Council,  a pioneer. 

During  the  1980s  when  HIV  was 
just  starting  to  become  a major  issue, 
Dr.  Beck  began  treating  HIV-positive 
patients. 

“Nobody  at  that  time  really  was 
doing  it,”  said  Dr.  Beck,  an  oncolo- 
gist  with  Little  Rock  Cancer  Clinic. 
“But  I did  my  fellowship  at  Bowman 
Gray  in  medical  oncology,  and  when 
I came  back  to  town  — I hadn’t  been 
in  practice  very  long  — a dear  friend 
had  a brother-in-law  that  had  the 
initial  manifestations  of  HIV.  She 
asked  me  if  I would  take  care  of  him, 
and  I couldn’t  resist  an  old  friend, 
so  I did.” 

Beck’s  first  patient  went  on  to 
have  every  known  complication  of 


HIV,  which  Dr.  Beck  was  seeing  for 
the  first  time.  This  first  patient  was 
a bartender  at  a local  gay  bar  and 
brought  many  other  patients  suffer- 
ing from  HIV  to  Dr.  Beck. 

“Before  long  I had  this  kind  of 
large  HIV  practice,”  he  said.  “And 
it  was  either  learn  about  it  and  take 
care  of  the  sick  people  or  turn  them 
away  and  do  something  else.” 

Initially,  HIV  patients  made  up 
about  1 0 to  20  percent  of  Dr.  Beck’s 
practice.  Now  they  are  about  50 
percent  of  his  practice,  with  the 
other  half  general  medical  oncol- 
ogy- 

At  the  time  when  Dr.  Beck 
started  treating  HIV  patients,  not 
much  was  known  about  the  new  dis- 
ease, which  meant  he  had  to  be  re- 
sourceful in  getting  needed  informa- 
tion. 


Dr.  Joseph  Beck,  chairman  of  the  Arkansas  Medical  Society  Council,  has  been  treating  HIV  patients 
since  the  disease  began  to  spread  in  the  1980s. 


“Luckily,  I knew 
enough  to  pick  up  the 
phone,”  Dr.  Beck 
said.  “So  I would  call 
San  Francisco  Gen- 
eral and  talk  to  who- 
ever would  talk  to 
me.  I actually  made 
several  friends  who 
are  now  way  up  in 
things;  one  is  down  at 
the  CDC  [Centers  for 
Disease  Control]. 
When  I didn’t  know, 
I asked,  and  I think 
that’s  what  every  doc- 
tor should  do.” 

He  also  became  a 
regular  at  AIDS 
meetings  and  the  In- 
ternational AIDS 
Conference,  gaining 
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as  much  knowledge  about  the  disease 
as  possible. 

New  Patients 

Little  Rock  has  a significant  HIV 
population,  yet  few  doctors  in  the 
state  treat  the  disease.  But  more  and 
more  patients  are  coming  to  these 
doctors  in  the  early  stages  of  the  dis- 
ease, so  they  can  have  treatment. 

“The  bad  part  of  that  is  people 
are  still  becoming  infected  nearly  20 
years  after  the  mode  of  infection  has 
been  first  determined  — sex  and 
body  fluid  and  blood  transfusions,” 
Dr.  Beck  said.  “So  people  are  still 
doing  sexually  risky  things;  I still 
have  people  coming  in  here  who  are 
new  infections.” 

According  to  the  CDC,  there  are 
40,000  new  cases  of  HIV  a year. 

“So,  I don’t  know  if  we  need  more 
television  or  less  television,  but  we 
need  to  deal  with  that  and  do  some- 
thing,” he  said. 


Cost-cutting  Challenges 

And  while  treating  patients  is 
his  major  focus,  Dr.  Beck,  as  other 
doctors,  is  facing  challenges  in  a 
new  managed-care  environment. 

“My  biggest  challenge  is  to  pro- 
vide high-quality  care  in  an  era  of 
extreme,  and  sometimes,  inappro- 
priate cost  cutting,”  he  said.  “That 
is  right  now  the  biggest  headache 
in  what  I do.  Ten  years  ago,  the 
biggest  challenge  was,  ‘Can  I stay 
up  intellectually?’  Well  that  pales 
in  comparison  now  to  trying  to 
squeeze  the  money  out  of  a hospi- 
tal for  certain  drugs  or  certain  pro- 
cedures that  they  may  not  think  are 
appropriate. 

“It  would  be  very  easy  to  give 
into  the  system,  and  say,  ‘Mrs. 
Smith,  you’re  going  to  have  to  take 
second  best  here  because  your  HMO 
won’t  pay  for  it.’  But  that’s  not  the 
oath  I took.  It’s  nowhere  in  the  oath 
that  I swear  to  save  money  for  the 


insurance  company.” 

But  physicians’  problems  with 
managed  care  can’t  be  fixed  with- 
out members  fighting  the  fight,  Dr. 
Beck  said. 

“The  biggest  problem  I see  with 
the  Medical  Society,  and  it’s  a prob- 
lem shared  with  medial  societies 
across  the  country,  is  members,”  he 
said.  “There’s  so  many  other  demands 
on  physicians,  people  aren’t  willing 
or  don’t  have  enough  time  to  be  in- 
volved with  the  society.  The  prob- 
lem with  that  is  if  people  don’t  get 
involved  in  the  society,  then  we  don’t 
have  a united  voice.  The  united 
voice  of  the  lawyers,  insurance  com- 
panies and  hospital  administrators 
becomes  the  voice  that  policy  mak- 
ers listen  to.  So  my  goal  is  to  recruit 
more  members,  particularly  younger 
physicians.  It’s  difficult  to  do,  but  we 
have  to  explain  that  it  may  be  that 
the  benefits  are  not  immediate,  but 
five  years  down  the  road.”  ■ 
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Enhanced  External  Counterpulsation 

Charles  R.  Caldwell,  MD 
Mark  St.  Pierre,  MD 
J.  David  Talley,  MD 


The  treatment  of  coronary  athero- 
sclerosis has  changed  remarkably  in  this 
century.  Medical  management  was  the 
sole  treatment  prior  to  advent  of  coro- 
nary artery  bypass  graft  surgery  in  the 
mid  1960s.  Percutaneous  coronary  in- 
tervention developed  nearly  a decade 
later  paved  the  way  for  a minimally  in- 
vasive method  of  coronary 
revascularization.  Coronary  stenting, 
rotational  and  directional  atherectomy, 
and  minimally  invasive  techniques  of 
coronary  bypass  graft  surgery  rapidly 
followed  in  the  1980s  and  90s.  As  a new 
millennium  approaches,  scientific  study 
is  ongoing  with  vascular  endothelial 
growth  factor(s)  to  promote  growth  of 
new  vessels,  and  percutaneous 
transmyocardial  laser  therapy  to  treat 
patients  that  are  either  not  candidates 
for,  or  refractory  to,  these  earlier  forms 
of  revascularization.  Another  new  form 
of  therapy,  enhanced  external  counter- 
pulsation (Vasomedical  Inc.,  Westbury, 
N.Y.),  has  emerged  as  a potential 
therapy  for  patients  suffering  from  se- 
vere disabling  angina.  We  recently 
cared  for  a patient  treated  with  en- 
hanced external  counterpulsation  with 
dramatic  relief  of  angina. 

Patient  Presentation 

History,  Physical,  and  Laboratory 
Examinations 

A 63 -year-old  male  was  referred 
with  severe  substemal  chest  discomfort, 


present  at  rest  and  with  minimal  exer- 
tion (Canadian  Cardiovascular  Society 
grade  IV  angina,  see  table  1,  complete 
problem  list).  Even  routine  activities 
such  as  shaving,  showering  and  walk- 
ing were  limited  and  interrupted  by 
angina  on  a routine  basis.  He  had  sus- 
tained three  prior  myocardial 
infarctions  and  underwent  two  coro- 
nary artery  bypass  grafting  procedures. 
He  had  a permanent  cardiac  pace- 
maker. His  was  taking  aspirin,  long-act- 
ing nitrates,  a calcium-channel  blocker 
and  an  HMG-CoA  reductase  inhibitor. 
He  took  10-20  sublingual  nitroglycerin 
tablets  daily  to  relieve  his  chest  discom- 
fort. His  physical  and  laboratory  exami- 
nations were  unremarkable. 

Treatment 

Due  to  diffuse  coronary  atheroscle- 


rosis, the  patient  was  not  a candidate  for 
either  percutaneous  coronary  angioplasty 
or  further  open  heart  surgery.  He  com- 
pleted a35-treatment  course  of  enhanced 
external  counterpulsation  therapy  over 
a seven-week  period.  Enhanced  exter- 
nal counterpulsation  was  performed  us- 
ing a pneumatic  cuff  on  the  calves, 
thighs  and  buttocks  (Fig  1 ).  These  cuffs 
were  inflated  sequentially  from  calf  to 
thigh  to  buttocks  with  a 50-msec  delay 
during  diastole  with  rapid  deflation  of 
all  cuffs  at  the  beginning  of  systole.  This 
increased  diastolic  pressure  and  cardiac 
output  and  decreased  myocardial  oxy- 
gen demand  and  cardiac  afterload.  He 
had  no  side  effects  from  therapy  and 
achieved  appropriate  levels  of  diastolic 
to  systolic  augmentation  during  treat- 
ment. He  is  now  doing  well  and  has  very 
infrequent  episodes  of  angina  usually 


Table  1. 

Complete  Cardiac  Diagnosis 

Etiology: 

Atherosclerosis 

Anatomy: 

Severe  three  vessel  coronary  disease 

Physiology: 

A.  Placement  of  a permanent  pacemaker 

B.  Pre-EECP:  grade  IV  angina 

C.  Post-EECP:  grade  1 angina 

D.  ETT:  exercised  5 minutes  (Bruce  protocol),  1 mm 
ST-segment  depression 

Objective: 

Severely  compromised 

Functional: 

Mildly  compromised 
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Figure  1.  Enhanced  external  counterpulsation  is  performed  using  a pneumatic  cuff  on  the 
calves , thighs  and  buttocks . These  cuffs  are  inflated  sequentially  from  calf  to  thigh  to  buttocks 
with  a 50-msec  delay  during  diastole  with  rapid  deflation  of  all  cuffs  at  the  beginning  of  systole . 
Diastolic  blood  pressure  and  cardiac  output  are  increased  and  myocardial  oxygen  demand  attd 
cardiac  afterload  are  decreased.  Long-term  benefit  is  perhaps  related  to  an  increase  in  coronary 
collateral  development  due  to  expression  of  vascular  growth  factors . 


occurring  with  only  maximal  exertion 
(Canadian  Cardiovascular  Society  grade 
I angina).  Long-acting  nitrates  have  been 
stopped,  and  remarkably,  he  now  takes 
only  one  to  two  sublingual  nitroglycerin 
tablets  per  month.  He  now  walks  regu- 
larly and  enjoys  deer  hunting,  yard  work 
and  traveling.  On  the  most  recent  tread- 
mill exercise  stress  test  he  completed  five 
minutes  on  a Bruce  protocol  achieving 
90%  of  his  age  predicted  maximal  heart 
rate.  He  had  1mm  ST-segment  depres- 
sion at  peak  exercise,  and  the  test  was 
terminated  secondary  to  dyspnea.  There 
was  no  exercise  induced  chest  discom- 
fort. 

Discussion 

Diastolic  Augmentation  - History  and 
Physiology 

In  1953,  Kantrowitz  and  Kantrowitz 
related  the  augmentation  of  the  diastolic 
arterial  pressure  to  improved  coronary 
artery  flow.1  The  intra-aortic  balloon 
pump,  developed  in  the  1960s  at  the 
Cleveland  Clinic,  acutely  improves  coro- 
nary flow,  reduces  left  ventricular  work 
and  oxygen  demand,  reduces  cardiac 
afterload  and  improves  coronary  artery 
patency  rates  following  complex  coro- 
nary revascularization  procedures.2,3 
The  mechanism  of  long-term  improve- 
ment seen  with  enhanced  external 
counterpulsation  is  related  possibly  to  in- 
creased production  of  vascular  endothe- 
lial growth  factor(s)  or  the  recruitment 
of  existing  coronary  collateral  channels 
thereby  improving  coronary  collateral  cir- 
culation.4,5 

Enhanced  External  Cardiac  Counter- 
pulsation  - Initial  Clinical  Studies 

In  the  early  1970s,  a hydraulically 
activated  external  device  improved  sur- 
vival  in  patients  with  cardiogenic 
shock.6  Additional  clinical  benefit  of 
external  cardiac  counterpulsation  was 
noted  in  the  late  1970s  when  mortality 
was  reduced  from  17.5%  to  8.3% 
(p<0.05)  in  258  patients  with  acute 
myocardial  infarction  treated  with  ex- 
ternal counterpulsation  for  three  hours 
within  24  hours  of  admission.7  Since  the 
1 980s, external  counterpulsation  devices 
have  been  extensively  used  in  China  to 
treat  angina.8 


Enhanced  External  Cardiac  Counter- 
pulsation - Clinical  Trials  in  the  United 
States 

In  1995,  Lawson  reported  his  expe- 
rience in  18  patients  with  disabling  an- 
gina who  received  36  one-hour  treat- 
ments.9 Three  years  after  this  initial  treat- 
ment, 16  of  these  18  patients  were  free  of 
angina  or  had  their  doses  of  anti-angina 
medications  reduced.  With  radionuclide 
testing,  ischemic  defects  were  completely 
resolved  in  12  patients  (67%),  improved 
in  two  patients  (11%)  and  were  un- 
changed in  four  patients  (22%).  Five-year 
follow-up  of  the  first  33  angina  patients 
treated  with  enhanced  external  counter- 
pulsation showed  nearly  a 90%  survival 
rate  and  a 60%  freedom  from  death  or 
myocardial  infarction.10 

The  results  of  the  Multicenter  Study 
of  Enhanced  External  Counterpulsation 
(MUST-EECP)  trial  were  recently  re- 
ported. 1 1 One  hundred  and  thirty-nine 
patients  with  severe  angina  were  random- 
ized to  receive  either  hemodynamically 
inactive  or  active  enhanced  external 


counterpulsation.  There  was  a significant 
improvement  in  time  to  ST-segment  de- 
pression on  a treadmill  stress  test  (active 
group,  pre-treatment  337  ±18  seconds— ► 
post-treatment  379  ±18  seconds,  p < 
0.0016;  inactive  group,  pre-treatment 
326  ± 21  seconds— ►post-treatment  330 
± 20  seconds,  p=NS).  Duration  and  fre- 
quency of  angina  were  decreased  with  en- 
hanced external  counterpulsation.  There 
was  a statistical  insignificant  trend  to- 
wards less  nitrate  use  in  the  active  coun- 
terpulsation  group  compared  to  the  in- 
active group.  No  serious  complications 
occurred  in  either  group.  Sustained  clini- 
cal benefit  is  seen  one  year  following 
therapy.12  Medicare  now  reimburses  en- 
hanced external  counterpulsation 
therapy  for  treatment  of  patients  with 
severe  angina  not  amenable  to  percuta- 
neous or  surgical  revascularization. 

Conclusion 

Enhanced  external  counterpulsation 
offers  promise  to  improve  the  quality  of 
life  for  patients  with  debilitating  angina 
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not  amenable  to  percutaneous  or  surgi- 
cal revascularization.  There  is  ongoing 
study  in  patients  with  coronary  disease 
(including  candidates  for  percutaneous 
coronary  intervention  or  coronary  artery 
bypass  graft  surgery  and  in  those  with  in- 
complete coronary  revascularization)  and 
also  those  with  severe  peripheral  vascu- 
lar disease  in  the  cerebral,  renal  or  lower 
extremity  vessels. 
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Beta  Blocker  Treatment  Following 
Acute  Myocardial  Infarction:  An  Effective 
but  Underutilized  Intervention 

William  E.  Golden,  MD 
Robert  H.  Hopkins,  MD 


For  the  past  six  years,  the  Arkansas  Foundation  for  Medical  Care,  Inc. 
(AFMC),  Health  Care  Quality  Improvement  Program  (HCQIP),  has  focused 
primarily  on  inpatient  projects . In  1996,  we  began  expanding  project  information 
to  include  outpatient  issues.  Earlier  ambulatory  topics  included  management  of 
thyroid  disease,  diabetes  and  flu  immunization. 

This  AFMC  project  focuses  on  the  prevalence  of  facility  resources  to  manage 
hypertension  and  asthma  as  part  of  quality  improvement  efforts  for  Medicare  and 
Medicaid  patients  in  Arkansas.  AFMC  understands  that  outpatient  facilities 
frequently  lack  an  infrastructure  to  conduct  outpatient  chart  audits  in  an  efficient 
and  effective  fashion.  This  difficulty  in  data  acquisition  reflects  a significant 
barrier.  Nevertheless,  certain  processes  and  structural  elements  can  be  assessed  to 
improve  management  of  common  outpatient  conditions. 


Cardiovascular  disease  remains  the 
major  cause  of  mortality  in  this  country. 
Impressive  advances  in  invasive  cardiac 
procedures  plus  increased  public  attention 
to  diet,  smoking  cessation  and  exercise 
have  resulted  in  sustained  reduction  in  the 
national  cardiovascular  death  rate.  Nev- 
ertheless,  additional  progress  could  be 
achieved  if  we  consistently  applied  lessons 
learned  from  clinical  trials. 

Aside  from  aspirin  and  other  platelet 


inhibitors,  beta  blockers  are  the  only  class 
of  cardiovascular  drugs  that  has  been 
shown  to  reduce  second  myocardial 
infarctions  and  improve  survival  post 
myocardial  infarction.  Practice  guidelines 
developed  by  the  American  College  of 
Cardiology/American  Heart  Association, 
the  American  Academy  of  Family  Physi- 
cians and  the  American  College  of  Physi- 
cians all  highlight  the  use  of  beta  blockers 
as  an  important  intervention.1’2,3 


Treatment  of 
patients  with 
beta  blockers 
following 
myocardial 
infarction  has 
been 

identified  as  a 
core  indicator 
for  good 
cardiovascular 
care  and  is 
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measured  by 
health  care 
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Use  of  beta  blockers  after  dis- 
charge  for  myocardial  infarction  has 
been  demonstrated  to  improve  long- 
term survival  by  as  much  as  40%. 4 
Calcium  channel  blockers,  to  this 
point,  have  not  been  demonstrated 
to  reduce  mortality  post  myocardial 
infarction. 

In  the  early  1990s,  the  National 
Cooperative  Cardiovascular  Project 
(CCP)  reviewed  the  management  of 
more  than  115,000  Medicare  benefi- 
ciaries with  acute  myocardial  infarc- 
tion. State  rates  varied  from  30.3%  to 
77.  1%  in  the  prescription  of  beta 
blockers  to  patients  who  had  no  iden- 
tifiable contraindications  to  the  use 
of  these  medications.5  Arkansas  fell 
into  the  group  of  states  with  the  low- 
est rate  of  beta  blocker  use. 

Prescribing  beta  blockers  for  more 
Arkansans  following  initial  cardiovas- 
cular events  could  reduce  our  state’s 
high  rate  of  cardiovascular  morbidity 
and  death.  Treatment  of  patients  with 
beta  blockers  following  myocardial  in- 
farction has  been  identified  as  a core 
indicator  for  good  cardiovascular  care 
and  is  now  being  measured  by  health 
care  payers  and  in  quality  improve- 
ment teams. 6,7,8 

As  a result  of  AFMC’s  statewide 
efforts  in  the  CCP  project,  and  other 
factors,  prescription  of  beta  blockers  af- 
ter infarction  has  increased  nearly  60 
percent  from  the  initial  assessment. 
Clearly,  however,  there  is  still  room  for 
improvement  as  more  than  half  the 
ideal  patients  do  not  yet  receive  this 
medication  after  discharge  for  infarc- 
tion. 

What  is  the  reason  for  this 
underuse  ? Beta  blockers  lack  charisma. 
This  class  of  medication  has  been  avail- 
able for  many  years.  Several  effective 
compounds  are  available  in  generic  for- 
mats and  therefore  do  not  receive  pro- 
motion by  the  pharmaceutical  indus- 
try. Other  medications  that  cost  more 
and  deliver  fewer  benefits  in  terms  of 
cardiovascular  survival  receive  greater 
attention  because  of  corporate  market- 
ing practices.  The  side  effects  of  beta 
blockade  are  frequently  overstated  and 


poorly  documented  in  the  medical  lit- 
erature. Thus,  it  is  important  for  all 
clinicians  who  treat  patients  with  es- 
tablished cardiovascular  disease  to  re- 
assess their  use  of  beta  blockade  in  the 
proper  management  of  this  common 
condition. 

Several  key  concepts  about  beta 
blockade  and  heart  disease  deserve 
emphasis: 

1.  Beta  blockers  should  be  given  in- 
travenously in  the  immediate  manage- 
ment of  most  patients  with  acute  myo- 
cardial infarction.  Intravenous  beta 
blockers  should  be  administered 
within  the  first  1 2 hours  of  acute  myo- 
cardial infarction  in  the  absence  of 
hypotension,  bradyarrhythmias,  hyper- 
sensitivity or  moderate  to  severe  left 
ventricular  failure.1  Beta  blockers  have 
been  demonstrated  to  limit  the  size  of 
the  infarction  and  reduce  short  term 
mortality  with  and  without  concurrent 
revascularization. 

2.  Beta  blockers  should  be  continued 
long-term  following  myocardial  infarc- 
tion. Patients  at  high  risk  for  recurrent 
myocardial  infarction  are  the  most 
likely  to  benefit  from  chronic  treat- 
ment with  beta  blockers.  The  data  on 
mortality  reduction  is  strongest  for  pa- 
tients with  prior  q-wave  infarction  but 
is  also  present  for  patients  without 
evidence  of  transmural  injury.  Beta 
blockers  have  also  been  demonstrated 
to  morbidity  and  mortality  in  many 
patients  at  low  risk  of  reinfarction  and 
in  patients  at  high  risk  of  reinfarction 
who  have  certain  traditional 
contraindications.  Patients  at  greatest 
risk  of  reinfarction  have  the  follow- 
ing attributes:  advanced  age,  anterior 
infarction,  complex  ventricular  ectopy 
left  ventricular  systolic  dysfunction. 
In  the  absence  of  specific 
contraindications,  beta  blockers 
should  routinely  be  prescribed  in  these 
patients. 

3.  Many  patients  previously  consid- 
ered to  be  “poor  candidates"  may  be 
treated  safely  with  beta  blockers.  The 


relative  contraindications  to  beta 
blocker  use  include:  asthma  and  severe 
COPD,  peripheral  vascular  disease, 
moderate  or  severe  left  ventricular  fail- 
ure, insulin  dependent  diabetes  mel- 
litus,  PR  interval  > 0.24  seconds,  sec- 
ond or  third  degree  heart  block,  sys- 
tolic blood  pressure  <100  mm  Hg  or 
heart  rate  < 60  beats  per  minute.1  A 
recent  retrospective  review  suggests 
that  many  patients  with  these 
“contraindications”  also  will  benefit 
from  reductions  in  mortality  when 
treated  with  beta  blockers  following 
myocardial  infarction.4  In  patients 
with  complex  medical  histories,  the 
ultimate  decision  on  beta  blocker  use 
must  be  made  on  a case-by-case  ba- 
sis; and  expert  consultation  may  be 
valuable.  Careful  dose  titration  may 
facilitate  the  use  of  beta  blockers  in 
these  patients.  Recent  studies  have 
demonstrated  no  significant  impact 
on  quality  of  life  with  beta  blocker 
use  in  patients  with  coronary  disease.9 

4.  Calcium  antagonists,  unlike  beta 
blockers,  are  not  first-line  agents  in  pa- 
tients with  myocardial  infarction.  Cal- 
cium antagonists  are  commonly  pre- 
scribed in  patients  with  coronary  dis- 
ease. There  are  no  data  to  demon- 
strate reduction  in  mortality  with  the 
use  of  calcium  antagonists  after 
acute  myocardial  infarction;  in  MI 
patients  with  left  ventricular  dys- 
function or  pulmonary  congestion, 
data  indicate  these  medications 
could  be  harmful.1  Short-  acting 
nifedipine  is  specifically  contraindi- 
cated in  patients  with  acute  myocar- 
dial infarction.  Expert  consensus 
believes  that  calcium  channel 
blockers  are  used  excessively  in  pa- 
tients with  acute  myocardial  infarc- 
tion to  the  exclusion  of  more  valu- 
able beta  blocking  agents.1,4 

In  summary,  beta  blocker  treat- 
ment has  been  proven  to  reduce  mor- 
bidity and  mortality  in  most  patients 
following  myocardial  infarction.  Beta 
blockers  may  be  used  without  signifi- 
cant complications  or  negative  qual- 
ity of  life  effects  in  many  patients 
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considered  in  the  past  to  he  subopti- 
mal  candidates.  Despite  practice 
guidelines  recommending  beta 
blockers  in  patients  following  acute 
myocardial  infarction,  they  are 
underutilized  in  the  United  States, 
including  Arkansas.  Greater  appre- 
ciation of  this  relatively  inexpensive 
medication  could  improve  health  of 
Arkansans  with  heart  disease.  ■ 
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Human  Resource  Strategy 
in  a Medical  Office: 

A Source  of  Competitive 
Advantage 

By  James  A.  Tanner,  MD 


Most  small  medical  offices 
have  never  considered  a “human 
resource  strategy.”  Many  physi- 
cians fail  to  recognize  the  com- 
petitive advantage  they  can  ob- 
tain from  their  office  staff. 

The  cost  of  low  morale, 
training  a new  employee  and  lost 
productivity  from  staff  turnover 
is  often  never  considered.  In- 
creasing competition  and  empha- 
sis on  patient  satisfaction  have  re- 
quired many  physicians  to  re- 
evaluate their  office  management 
and  routines.  Here  are  three  simple  strat- 
egies for  human  resource  management 
that  can  be  adopted  by  any  small  medi- 
cal office. 

Developing 
a Competitive  Edge 

Most  physicians  have  never  assessed 
human  resource  practices  as  a critical 
element  of  their  office  management. 
Like  most  small  business  owners,  physi- 
cians tend  to  view  their  “core  compe- 
tency” as  their  product  or  service,  ignor- 
ing the  people  that  actually  deliver  that 
product  or  service.  Human  resource 
management  has  been  “by  the  seat  of  the 
pants”  or  “crisis  management”  rather 
than  a well-planned  strategy  to  provide 
a competitive  advantage. 

Medical  practice  has  become  much 
more  competitive  in  the  last  decade. 
Small  individual  practices  have  merged. 
Large,  multispecialty  groups  have  be- 
come common.  Profits  and  incomes 
have  dropped  because  of  “managed  care” 
and  lowered  contracted  reimbursement 
rates.  Physicians  have  now  begun  to  look 


for  management  efficiencies  and  sources 
of  competitive  advantage  other  than 
their  direct  services.  Human  resource 
management,  however,  has  often  been 
the  last  place  to  look  for  these  efficien- 
cies and  advantage.  Most  physicians 
view  HR  management  simply  as  the  sal- 
ary and  benefits  package.  As  hard  as 
physicians  try  to  understand  and  man- 
age diseases  of  the  mind  and  body,  they 
will  ignore  the  pathology  of  the  dysfunc- 
tional workplace. 

Why  is  human  resource  manage- 
ment critical  even  for  small  businesses, 
and  how  can  this  provide  competitive 
advantage  ? 

• Employees  can  greatly  increase  or  se- 
verely limit  effectiveness. 

• Employee  turnover  is  expensive,  dis- 
ruptive and  lowers  office  productiv- 
ity. 

• Improper  selection  and  personnel  de- 
cisions can  create  legal  exposure. 

The  personnel  management  pro- 
cesses of  employee  screening  and  selec- 
tion, employee  retention  and  perfor- 
mance appraisal  need  to  be  addressed. 


Physicians  who  have  never  con- 
sidered modem  human  resource 
management  practice  as  a 
source  of  competitive  advantage 
should  consider  the  following 
guidelines. 

Employee  Screening 
and  Selection 

Practice  management  con- 
sultants often  say  the  most  criti- 
cal employee  in  a medical  office 
is  the  least  trained,  the  least  paid 
and  the  least  permanent.  This, 
of  course,  is  the  medical  receptionist. 
This  one  person  is  the  first  contact  with 
a patient  in  the  office,  often  controls 
access  to  the  physician  by  way  of  ap- 
pointments and  telephone  calls,  and 
must  handle  patient  complaints  with 
skill  and  finesse.  Yet  how  careful  is  the 
selection  process  for  this  critical  posi- 
tion? 

Can  you  imagine  a dyslexic  extro- 
verted file  clerk?  Have  you  ever  hired  a 
charming  attractive  typist  that  inter- 
viewed well,  only  to  find  out  she  couldn’t 
type  ? What  about  a nurse  that  can’t  seem 
to  get  along  with  others,  seems  chroni- 
cally depressed  and  seems  insensitive  to 
the  needs  of  patients  in  distress?  Mistakes 
such  as  these  are  costly  in  terms  of  office 
morale,  rehiring  and  training  costs  and 
patient  dissatisfaction.  How  can  these 
mistakes  be  avoided? 

Step  1 : Job  Analysis 
and  Job  Description 

Each  applicant  needs  a clear  under- 
standing of  the  duties  and  responsibili- 
ties of  a job.  This  will  enable  the  appli- 
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cant  to  evaluate  his  suitability  for  the  job 
and  the  employer  to  identify  the  major 
performance  issues  that  determine  the 
hiring  criteria  and  future  performance 
evaluations.  A telephone  interview  con- 
cerning  the  job  description  and  require- 
ments will  screen  some  applicants  before 
future  interviews  are  set.  Those  applicants 
that  meet  basic  criteria  are  invited  to 
complete  an  application  form. 

Step  2:  Biographical 

Information 

and  Application  Form 

The  purpose  of  the  application  form 
is  to  organize  resume  information  into  a 
consistent  comparable  format.  Applica- 
tion forms  should  be  constructed  so  they 
do  not  request  discriminatory  informa- 
tion. The  form  should  evaluate  three 
questions: 

1.  Does  the  employee  have  the  nec- 
essary education  and  experience  ? 

2.  How  has  the  applicant’s  career  pro- 
gressed? 

3.  Does  the  applicant  have  a stable 
work  record? 

Step  3:  Structured  Interview 

The  unstructured  employment  inter- 
view is  of  questionable  value  and  may 
expose  the  employer  to  violations  of  vari- 
ous equal  opportunity  laws.  Casual  ques- 
tions about  family,  church  affiliation  and 
health  status  may  be  found  discrimina- 
tory if  the  applicant  is  not  hired.  The 
interview  may  be  used  to  access  interper- 
sonal and  communication  skills,  physi- 
cal presence,  appropriate  dress  and  de- 
meanor and  motivation.  A structured 
interview  may  be  used  to  assess  how  an 
employee  would  respond  to  various  situ- 
ations. For  example,  “Mary  Smith,  a new 
patient,  shows  up  on  the  wrong  day  for 
her  appointment.  The  doctor  is  already 
behind  schedule  due  to  an  unexpected 
emergency.  How  should  Ms.  Smith  be 
managed?”  All  applicants’  responses  may 
then  be  evaluated  against  appropriate 
standards. 

Step  4:  Testing 

Testing  can  be  used  to  assess  job-rel- 
evant psychological  traits  and  abilities. 
Many  employers  do  not  use  tests  fearing 


they  are  illegal,  ineffective,  expensive  or 
difficult  to  administer.  Appropriate  test- 
ing, however,  can  be  the  most  valid  com- 
ponent of  the  selection  criteria. 

Several  simple  tests  can  be  adminis- 
tered in  less  than  30  minutes  at  a cost  of 
under  $25.  The  most  common  is  the 
Wonderlic  Personnel  Test.  It  is  used  to 
identify  applicants  who  learn  quickly 
and  can  be  fast  and  accurate  with  both 
number-  and  word-oriented  tasks.  The 
Name-Finding  Test  can  be  used  to  test 
short-term  memory  and  attention  to  de- 
tail. 

The  Hogan  Personality  Inventory  is 
a measure  of  normal  personality.  It  is  de- 
signed for  use  in  personnel  selection,  in- 
dividualized assessment  and  career-re- 
lated decision  making.  It  provides  de- 
tailed information  regarding  what  we 
call  the  “bright  side”  of  personality  char- 
acteristics that  appear  in  social  interac- 
tion and  that  facilitate  or  inhibit  a 
person’s  ability  to  get  along  with  oth- 
ers. 

A standardized  typing/word-process- 
ing  test  can  easily  be  administered  to  as- 
sess skills  for  a clerk  typist.  Certain  jobs 
(payroll  clerk)  may  require  specific  skills 
and  knowledge  that  can  be  evaluated 
with  specific  job  knowledge  tests. 

Drug  testing  may  be  indicated  in 
medical  office  situations  because  of  the 
access  to  controlled  substances. 

The  best  defense  against  discrimi- 
nation claims  regarding  pre-employ- 
ment testing  is  the  selection  method’s 
job  relevance,  validity  of  the  test  and 
equal  application  of  the  test.  For  this 
reason  in  small  offices,  it  is  best  to  use 
commercially  available  standardized 
tests  with  proven  validation  that  are  ap- 
propriate for  the  job  description.  Pre- 
employment  drug  screening  is  legal  if 
equally  applied  to  all  candidates. 

Step  5:  References 

References  from  previous  employers 
should  be  a valuable  tool  in  employee 
evaluation.  However,  past  employers 
may  have  strong  motivations  to  with- 
hold critical  information.  They  may  be 
fearing  a defamation  tort  or  attempting 
to  avoid  an  unemployment  insurance 
claim.  They  may  be  getting  rid  of  a 


troublemaker  and  agreed  to  give  a good 
reference  as  part  of  a deal  for  resigna- 
tion. They  may  be  trying  to  help  a friend 
or  relative.  Smart  managers  will  avoid 
giving  references  over  the  telephone, 
especially  unfavorable  ones.  However, 
careful  listening  and  appropriate  ques- 
tions may  illicit  valuable  information. 
All  references  should  be  contacted  and 
evaluated. 

Employee  Retention 

Unlike  large  corporations,  job  ad- 
vancement is  limited  in  small  businesses. 
The  receptionist  is  unlikely  to  have  a 
natural  job  progression  to  office  man- 
ager. A small  business  must  establish  in- 
novative ways  to  retain  and  motivate 
good  employees  with  little  hope  for  job 
advancement. 

In  his  book,  “The  Motivation  to 
Work,”  psychologist  Fredrick  Hertzberg 
described  “hygiene  factors”  that  contrib- 
ute to  job  dissatisfaction,  but  not  to  job 
motivation.  Such  factors  include  orga- 
nizational policy,  supervisor  relations, 
work  conditions,  peer  relationships  and 
job  security.  These  fundamental  factors 
must  be  satisfied  before  ever  hoping  to 
achieve  superior  performance.  Salary 
alone  is  not  a motivating  force.  The  sal- 
ary and  benefit  package  must  be  per- 
ceived as  equitable  but  is  often  consid- 
ered an  entitlement,  not  a motivation. 

In  a medical  office,  the  strongest 
motivating  factor  is  often  a sense  of  ful- 
fillment from  helping  people  in  need. 
Additionally,  achievement,  recognition, 
responsibility  and  personal  growth  mo- 
tivate most  employees. 

A human  resource  strategy  must  ad- 
dress these  factors  to  retain  a highly 
skilled  staff. 

• Organizational  Policy  Review  — 

Many  small  medical  offices  do  not  have 
formal  “policy  and  procedure”  manuals 
or  even  written  job  descriptions.  This 
causal  system  invites  job  dissatisfaction 
and  potential  legal  liability.  Most  medi- 
cal offices  are  aware  of  the  strict  Occu- 
pational Safety  and  Health  Administra- 
tion exposure  control  standards  but  are 
unaware  of  the  need  for  sexual  harass- 
ment policies.  Compliance  to  written 
policies  is  essential  to  avoid  allegations 
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of  discriminatory  behavior. 

• Human  Relations  Training  — 
Medical  office  managers  are  very  skilled 
in  insurance  claims,  office  administra- 
tion and  conflict  resolution  with  pa- 
tients but  have  little  or  no  formal  train- 
ing in  dealing  with  the  emotional  needs 
of  the  staff.  Just  as  the  receptionist  is  criti- 
cal to  patient  satisfaction,  the  office  man- 
ager is  critical  for  employee  morale.  How 
many  office  managers  view  this  aspect 
as  part  of  their  job  description?  Appro- 
priate staff  development  programs  should 
emphasize  human  relations  training. 

• Salary  and  Benefit  Review  — An 
annual  survey  should  be  conducted  to 
assess  the  equity  of  salary  and  benefit 
packages.  Many  employees  will  work  for 
a lower  pay  and  benefit  package  if  the 
job  environment  is  superior;  however,  all 
employees  must  feel  their  salary  is  equi- 
table compared  with  other  employers. 

• Recognition  and  Achievement  — 
Even  the  smallest  office  will  have  a cor- 
porate culture.  It  is  the  responsibility  of 
the  manager  or  owner  to  ensure  that 
part  of  this  culture  is  recognition  of  the 
achievements  of  each  employee.  These 
achievements  can  be  both  personal  and 
professional. 

• Responsibility  and  Job  Enrich- 
ment — Job  satisfaction  and  retention 
of  the  best  employees  will  come  from 
job  enrichment.  Every  job  can  be  “en- 
riched” if  the  employee  is  given  respon- 
sibility, appropriate  goals,  encourage- 
ment and  timely  feedback. 

Performance  Appraisal 

A regular  performance  appraisal  is 
often  forgotten  or  ignored  in  many 
small  businesses,  including  medical 
practices.  It  is  often  very  uncomfort- 
able for  both  the  employer  and  em- 
ployee. Without  structure,  a poorly 
conducted  performance  appraisal  can 
harm  the  self-esteem  of  the  employee, 
increase  dysfunctional  behavior  and 
expose  the  employer  to  litigation.  A 
properly  executed  performance  ap- 
praisal is  an  opportunity  to  enhance  mo- 
tivation, improve  productivity  and  pro- 
vide legal  protection  by  adequate  docu- 
mentation of  performance  problems. 
The  most  common  causes  of  dissatisfac- 


tion with  the  appraisal  system  are  lack  of 
objective  measurement  standards,  reward- 
ing seniority  instead  of  performance  and 
the  failure  of  management  to  devote  suffi- 
cient time  for  the  evaluation. 

An  employee  must  regard  the  perfor- 
mance appraisal  as  fair.  A prerequisite  of 
any  evaluation  is  a comprehensive  job  de- 
scription. An  employee  must  know  what 
performance  is  expected.  The  evaluation 
should  not  be  based  on  subjective  feelings 
but  on  actual  behaviors,  known  as  Behav- 
ior Based  Performance  Standards  (BBPS) 
and  rated  on  a Behaviorally  Anchored 
Rating  Scale  (BARS).  Any  behavioral  de- 
ficiencies should  be  discussed,  docu- 
mented, and  action  plan  developed.  A 
specific  time  for  corrective  action  should 
be  given. 

The  employee  should  be  given  the 
opportunity  to  discuss  any  concerns,  and 
job  enrichment  strategies  should  be  ex- 
plored. Many  systems  also  include  peer 
reviews  and  give  the  employee  an  oppor- 
tunity to  evaluate  their  supervisor  and 
employer.  Similar  to  the  job  interview 
process,  the  performance  appraisal  should 
be  structured  and  well  planned  as  a mo- 
tivation and  job  enhancement  technique. 

Conclusion 

The  processes  of  employee  screening 
and  selection,  employee  retention  and 
performance  appraisal  are  basic  to  effec- 
tive human  resource  management.  A 
structured  strategy  can  enhance  office 
productivity,  reduce  hidden  costs,  reduce 
legal  exposure  and  promote  the  quality 
of  and  efficiency  of  medical  care.  ■ 

Dr.  Tanner  is  a gynecologist  with  the 
Arkansas  Women’s  Center  in  Little  Rock. 
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Old  Past  History  Critical 

J.  Kelley  Avery,  MD 


A 53 -year-old  obese  man  who  worked  in  a fac- 
tory and  was  on  his  feet  most  of  the  time  saw  his  fam- 
ily doctor  for  three  days  of  severe  pain  low  in  the  right 
side  of  his  chest  posteriorly,  just  above  his  costoverte- 
bral area. 

The  pain  was  described  as  a pleuritic  type  of  dis- 
comfort that  was  worse  on  deep  inspiration.  He  had 
some  nausea  and  vomiting  but  denied  any  dysuria  or 
blood  in  the  urine.  He  had  no  cough.  He  had  a his- 
tory of  sickle  cell  trait.  He  gave  a history  of  a similar 
episode  years  before  on  the  left  side  of  his  chest  but 
did  not  know  whether  or  not  the  physicians  ever 
found  its  cause. 

On  his  initial  evaluation  by  his  primary 
care  physician  his  weight  was  210  lb., 
blood  pressure  108/60  mm  Hg  and 
temperature  101. 8°F.  He  was  slightly 
icteric,  and  had  moist  rales  over  the 
base  of  his  lung  field  posteriorly.  His 
liver  was  enlarged  to  percussion,  the 
margin  being  about  8 cm  below  the 
costal  margin.  There  was  some  tenderness 
over  the  right  paravertebral  area,  which  the  exam- 
iner thought  was  hepatic.  The  urine  sp  gr  was  1.011, 
pH  8.5,  and  microscopic  findings  were  negative.  The 
hemoglobin  was  11.3  gm/dl,  hematocrit  34.8%, 
WBC  count  15,600/cu  mm  with  68%  segmented 
neutrophils,  and  32%  lymphocytes. 

The  smear  showed  some  large  RBCs  with  target 
cells  and  possible  sickling.  The  chest  X-ray  was  in- 
terpreted by  the  examiner  as  consistent  with  bilat- 
eral basilar  pneumonia,  and  the  radiologist  s report 
read,  “Bibasilar  atelectases  and/or  infiltrates  are  seen. 
The  heart,  pulmonary  vasculature,  mediastinum,  and 
upper  lungs  are  normal.”  The  working  diagnosis  was 
pneumonitis,  for  which  he  was  given  tetracycline  and 
asked  to  return  in  three  days. 

The  following  day,  when  he  was  called  about  the 
chest  X-ray,  he  said  that  he  felt  a little  better.  The 
blood  drawn  the  day  before  was  reported  as  showing 
elevated  liver  function  tests  and  a bilirubin  of  1 . 5 mg/ 
dl.  He  continued  to  have  pain  and  a codeine  prepara- 
tion was  prescribed. 

Three  days  after  his  first  visit  he  returned  as  in- 
structed. His  temperature  had  been  normal  that  morn- 
ing at  home  and  was  recorded  at  99.5°F  in  the  office. 
His  antibiotic  was  changed  to  erythromycin,  and  tests 
for  cold  agglutinins  and  mycoplasma  antibodies  and 


a WBC  count  were  ordered.  The  blood  smear  was 
essentially  unchanged  and  the  mycoplasma  titre  was 
reported  as  positive. 

He  was  then  admitted  to  the  community  hospi- 
tal with  the  same  history,  adding  that  he  had  not  spit 
up  any  blood.  His  physical  examination  was  reported 
to  show  reduced  to  absent  breath  sounds  in  the  right 
base  posteriorly.  He  was  said  to  be  very  angry  about 
not  having  been  admitted  to  the  hospital  at  the  on- 
set of  this  episode.  The  laboratory  studies,  in  addi- 
tion to  arterial  blood  gases,  were  within  normal  lim- 
its and  the  liver  enzymes  remained  elevated.  The 

chest  X-ray  revealed,  “extensive  infiltrate  in  the 
right  base,”  and  the  admitting  diagnosis  was 
pneumonia,  for  which  he  was  treated  with 
IV  erythromycin  and  Rocephin. 

For  the  next  four  days  he  remained 
essentially  unchanged.  He  continued  to 
have  pain  in  his  chest  and  fever  and 
was  described  by  his  primary-care  phy- 
sician as  “getting  weaker.”  A consult- 
ant, a specialist  in  internal  medicine  and  car- 
diology, was  called  for  his  opinion  and  management 
of  this  difficult  patient.  Noting  the  bilateral  lung  find- 
ings and  the  elevated  liver  enzymes,  he  thought  there 
was  probably  multiple  organ  involvement  by  an  in- 
fectious disease  as  yet  not  identified. 

The  antibiotic  treatment  was  stopped,  and  over 
the  next  three  days  in  the  hospital  he  was  said  to  be 
much  improved.  Repeat  blood  studies  showed  nega- 
tive cultures,  negative  Sickledex  test  and  no  change 
in  the  appearance  of  the  chest  X-ray.  He  was  dis- 
charged home,  to  return  to  his  consultant  s office  in  a 
week  for  follow-up. 

On  his  return,  the  chest  X-ray  showed  some  im- 
provement in  the  aeration  of  the  left  base,  but  in  the 
right  base  there  was  the  suggestion  of  a mass,  and  the 
elevation  of  the  liver  enzymes  was  increasing.  With 
plans  for  a bronchoscopy  and  biopsy  by  a thoracic 
surgeon,  the  patient  refused  hospitalization  and  went 
to  see  a different  physician  three  days  later. 

The  evaluation  was  repeated,  with  no  change  in 
findings,  and  again  a neoplasm  of  the  right  lung  was 
the  primary  consideration.  The  bronchoscopy/biopsy 
was  scheduled  by  the  different  team  of  physicians, 
but  when  no  definitive  diagnosis  resulted  from  these 
procedures,  plans  were  made  for  an  open  biopsy  or 
resection  of  the  lesion  in  the  right  lung.  For  family 
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considerations,  the  patient  had  to  be  dis- 
charged to  return  as  soon  as  possible. 

Four  days  later  he  was  readmitted  to 
the  second  hospital  for  an  open  thorac- 
otomy. On  the  morning  of  admission  he 
complained  of  pain  in  the  left  posterior 
chest  similar  to  the  pain  he  had  experi- 
enced on  several  occasions  previously.  The 
readmission  examination  showed  no 
change.  The  heart  was  said  to  show  no 
murmurs  or  arrhythmias,  and  the  lung 
fields  continued  to  show  the  basilar  rales. 
The  history  of  his  experience  in  the  other 
hospital  and  with  the  other  physicians  was 
obtained  from  the  patient  and  the  chart 
noted,  “No  previous  chest  X-rays  are 
available  for  review.” 

The  open  biopsy  was  done,  and  the 
pathologist  reported  that  the  lesion  was 
a hemorrhagic  infarct  of  the  lung.  Within 
hours  of  the  surgery  the  patient  devel- 
oped cardiopulmonary  arrest,  was  resus- 
citated and  lived  for  about  two  weeks. 
During  this  time  his  lungs  were  studied 
for  perfusion  defects  consistent  with  the 
clinical  impression  of  pulmonary  embo- 
lism. Autopsy  showed  multiple  pulmo- 
nary infarcts  of  varying  age,  and  a throm- 
botic lesion  in  the  right  atrium  of  the 
heart  was  thought  to  he  the  source  of  the 
multiple  pulmonary  emboli  that  led  to  his 
death. 

A lawsuit  was  filed  charging  both  the 
original  internist  and  the  thoracic  sur- 
geon who  was  called  in  by  the  second 
physician  with  negligence  in  failing  to 
conduct  the  proper  studies  and  failure  to 
administer  the  proper  treatment  for  the 
patient’s  disease,  which  led  to  his  death. 

Loss  Prevention  Comments 

It  was  the  opinion  of  the  claims  com- 
mittee on  two  different  reviews  that  there 
was  no  deviation  from  an  acceptable  stan- 
dard of  care  in  this  case.  It  was  pointed 
out  that  the  diagnosis  of  recurrent  pul- 
monary emboli  without  any  evidence  of 
a source  is  very  difficult,  and  is  not  infre- 
quently missed.  A number  of  concurrent 
facts  confused  the  picture.  The  history  of 
sickle  cell  disease  was  confusing,  and  a 
Sickledex  test  during  his  illness  was  nega- 
tive. There  were  no  autopsy  findings  con- 
sistent with  this  diagnosis.  The  findings 
on  chest  X-rays  were  interpreted  repeat- 
edly by  the  radiologist  as  consistent  with 


pneumonia.  The  WBC 
count  was  elevated, 
and  mycoplasma  anti- 
bodies were  present. 

There  seemed  to  be 
some  response  to  anti- 
biotics given  by  the 
second  medical  spe- 
cialist to  whom  he 
went  on  his  own  refer- 
ral. On  the  other  hand, 
this  was  a 5 3 -year-old 
man  who  was  other- 
wise healthy  and  work- 
ing every  day,  who  be- 
came ill,  was  treated  by 
good  physicians  and 
was  dead  in  about  six 
weeks. 

During  the  inves- 
tigation of  this  case  af- 
ter the  lawsuit  was  filed,  the  records 
from  the  hospital  where  this  man  was 
treated  for  a similar  episode  25  years  ear- 
lier were  obtained.  Again  there  was  se- 
vere chest  pain,  and  chest  X-ray  find- 
ings were  consistent  with  pneumonia 
that  resolved  very  slowly  despite  treat- 
ment. The  suggestion  made  on  summary 
of  his  case  at  that  time  was  that  the  epi- 
sode was  consistent  with  pulmonary  em- 
bolism with  a resulting  infarction,  which 
accounted  for  the  slow  resolution  of  the 
chest  findings. 

It  was  not  until  the  autopsy  revealed 
the  thrombus  in  the  right  atrium  of  the 
heart  that  the  picture  was  complete. 
Should  the  physicians  have  considered 
pulmonary  embolism  and  done  studies 
to  confirm  it?  It  is  easy  in  retrospect  to 
say  they  should  have.  However,  there 
was  no  suggestion  of  deep  vein  throm- 
bosis in  the  extremities  to  point  to  the 
correct  diagnosis,  there  was  no  hint  of 
cardiac  disease  that  would  have  sug- 
gested the  atrial  thrombosis,  and  the 
evaluation  of  the  heart  on  physical  ex- 
amination and  X-ray  was  consistently 
normal. 

In  looking  carefully  for  contribut- 
ing factors  that  might  have  led  the  doc- 
tors “down  the  primrose  path,”  there  are 
some  that  should  serve  as  reminders  to 
all  of  us.  First,  there  was  the  patient’s 
own  contribution  to  the  outcome.  He 
left  the  doctors  who  had  looked  at  him 


carefully  for  three  weeks 
and  chose  another  doctor. 
Had  he  gone  through 
with  the  investigation  as 
planned  by  the  first  spe- 
cialist — thereby  obviat- 
ing the  second  specialist 
having  to  start  from  the 
beginning  — would  the 
correct  diagnosis  have 
been  made  and  appropri- 
ate treatment  begun?  It  is 
a distinct  possibility  that 
it  would.  Both  teams  of 
physicians  are  good  doc- 
tors. There  is  reason  to 
believe  that,  given  a suf- 
ficient chance,  the  cor- 
rect diagnosis  would  have 
been  made  about  three 
weeks  before  his  terminal 

event. 

Did  the  physicians  contribute  in  any 
way  to  the  outcome?  Again,  in  retro- 
spect, we  would  say  the  first  team  should 
have  asked  for  the  records  of  the  previ- 
ous hospitalization  25  years  earlier, 
where  pulmonary  infarction  had  been 
suspected.  We  would  have  to  say  that 
the  two  teams  of  physicians  should 
have  communicated  with  each  other, 
shared  diagnostic  studies  and  collabo- 
rated in  the  treatment  of  this  man. 
These  are  clinical  realities  that  we  wish 
would  never  be  repeated,  but  being  hu- 
man, we  know  that  they  will.  This  fail- 
ure to  communicate  doctor  to  doctor  in 
this  case  should  remind  us  all  that  we 
share  a common  responsibility  for  patient 
care  even  when  the  patient  leaves  us  and 
is  accepted  by  another  colleague. 

These  facts,  and  the  very  damaging 
testimony  of  an  expert  witness,  made  a 
settlement  the  best  course  of  action  in  the 
resolution  of  this  claim.  It  is  interesting 
that  the  settlement  was  made  on  behalf  of 
the  initial  internist  and  the  thoracic  sur- 
geon called  in  by  the  second  medical  spe- 
cialist. ■ 

Dr.  Avery  is  a member  of  the  Loss  Pre~ 
vention  Committee,  State  Volunteer  Mutual 
Insurance  Co.,  Brentwood,  Term.  This  ar - 
ticle  appeared  in  the  Journal  of  the  Tennes- 
see Medical  Association  in  May  1998.  It  is 
reprinted  with  permission. 
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Plane  Crash  Tests  Skills 
of  Local  EMS  Providers 

By  Natalie  Gardner 


The  scene 
of  the  crash 
of  Flight 


Getting  a call  in  the  middle  of  night  is  not  unusual  for  an  emergency  room  physician. 
So  when  Dr.  Marvin  Leibovich,  medical  director  of  the  emergency  department  at 
Baptist  Medical  Center,  got  a call  late  June  1,  he  wasn’t  expecting  what  he  heard  on 
the  other  end  of  the  line. 

“The  hospital  called  me  — I had  already  gone  to  bed  and  was  asleep  — just  to  let  me 
know  our  internal  disaster  plan,  a Red  Alert,  had  been  issued.  There  had  been  a crash  out 
at  the  airport  and  they  were  expecting  multiple  causalities.” 

While  Dr.  Leibovich  was  getting  ready  to  go  to  Baptist,  he  received  another  call  from 
the  Little  Rock  Police  Department.  Dr.  Leibovich,  also  a Little  Rock  police  officer,  was 
asked  to  come  to  the  scene  and  help  with  the  many  seriously  injured. 

Even  though  Dr.  Leibovich  has  been  involved  with  many  disasters  through  the  years, 
including  January’s  tragic  tornado,  he  wasn’t  ready  for  what  he  saw  at  the  Little  Rock 
National  Airport. 

American  Airlines  Flight  1420  crashed  during  a severe  thunderstorm.  Broken  in  half, 
the  jet  slid  off  the  runway  toward  the  Arkansas  River.  The  crash  killed  1 1 and  seriously 


1420  was 
not  hopeful, 
but  out  of 
145  on 
board,  1 1 
died. 
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injured  several. 

“When  I got  there,  there  was  already 
a sea  of  red  lights  from  rescue  personnel,” 
Dr.  Leibovich  said.  “The  plane  was  off 
the  approach  way  of  the  ainway,  badly 
mangled  and  broken  in  sections.  There 
was  a fire  that  had  just  been  extinguished. 
All  around  were  these  colored  tarps,  sig- 
nifying the  different  levels  of  injuries.” 

Although  most  of  the  seriously  in- 
jured passengers  had  been  triaged  and 
evaluated  when  Dr.  Leibovich  arrived, 
rescue  personnel  continued  searching  the 
site  looking  for  any  passengers  that  might 
have  been  ejected  from  the  plane. 

“There  was  an  excellent  lighting  sys- 
tem in  the  plane,  but  if  you  stepped  a 
few  feet  away  from  the  plane,  you  were 
in  total  darkness,”  he  said.  “That  and  the 
torrential  downpour  made  it  difficult.” 

Dr.  Leibovich  helped  with  the  40- 
50  people  with  minor  injuries.  They  were 
quickly  taken  to  nearby  hospitals. 

Lessons  Learned 

Planning  was  the  key  to  successful 


implementation  of  the  disaster  plan. 
Working  together,  hospital  staff,  police, 
firefighters  and  paramedics  got  injured 
passengers  the  help  they  needed  quickly, 
Dr.  Leibovich  said. 

“We  could  learn  a lot  from  the  les- 
sons of  this  tragedy,”  he  said.  “Had  it  not 
been  for  planning,  things  could  have 
been  a whole  lot  worse.” 

Quicker  notification  about  the  disas- 
ter to  emergency  medical  service  provid- 
ers and  area  hospitals  could  have  assisted 
emergency  response,  Dr.  Leibovich  said. 

“But  overall  things  were  handled 
very  well,  and  there  were  no  lives  lost 
because  of  a delay,”  he  said. 

Preparing  for  Disaster 

Little  Rock’s  last  plane  crash  oc- 
curred almost  10  years  ago  when  an 
Eastman  Kodak  corporate  jet  crashed 
with  seven  on  board.  Yet,  American 
Airlines  Flight  1420  had  139  passengers. 
Even  so,  health  care  providers  and  res- 
cue personnel  were  ready. 

The  airport  is  required  to  schedule  a 


disaster  drill  every  three  years,  which  in- 
cludes participation  from  city  EMS  pro- 
viders. Area  hospitals  are  required  by  their 
certifying  agencies  to  conduct  internal 
disaster  drills  twice  a year. 

“Fortunately,  all  hospitals  imple- 
mented their  internal  disaster  plans,”  Dr. 
Leibovich  said.  “At  our  hospital  there 
was  an  excellent  response.  Trauma  sur- 
geons were  all  in,  orthopedic  surgeons 
were  here  waiting  on  patients,  and  we 
had  excellent  response  by  emergency 
nursing  staff.  Administration  was  ex- 
tremely supportive  of  us.  And  talking 
with  other  hospitals  and  physicians,  they 
all  had  a good  exercise. 

“It  was  very  fortunate,  in  this  particu- 
lar aircraft  accident,  that  there  had  been 
a degree  of  deceleration  before  impact  oc- 
curred. Had  that  impact  occurred  initially, 
most  of  the  people  wound  have  died  in 
that  crash.  We  were  very  fortunate,  that 
unlike  other  crashes  with  75  or  so  critical 
patients,  we  didn’t  have  that  many  and 
we  were  able  to  keep  up  with  the  inju- 
ries.” ■ 
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cal community. 
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41 9A  Plans  Offer  Physicians 
More  Than  Tax  Deductions 


By  William  E.  MaGee,  CPA 
Baird,  Kurtz  & Dobson 
Little  Rock,  Arkansas 

Why  is  there  so  much  discussion  in 
the  medical  community  regarding  the 
benefits  of  419A  plans?  Because  a prop- 
erly  structured  4 1 9 A plan  enables  a clinic 
to  deduct,  for  federal  income  tax  pur- 
poses, the  premiums  paid  for  life  insur- 
ance that  fund  the  owners’  estate  taxes 
or  buy/sell  agreement. 

The  plan  can  cover  selected  indi- 
viduals (there  are  no  ERISA  non-dis- 
crimination rules),  and,  through  the  use 
of  life  insurance  products,  plan  assets  can 
grow  on  a tax-deferred  basis. 

However,  an  often-overlooked  use 
for  419A  plans  is  to  supplement  a 
physician’s  cash  flow  during  his/her  re- 
tirement years.  Before  exploring  this  op- 
portunity, it  is  necessary  to  first  develop 
an  understanding  of  what  a 4 1 9 A plan  is 
and  how  it  operates. 

History  of  the  41 9A 

Prior  to  1984,  companies  could  de- 
duct ordinary  and  necessary  costs  in- 
curred in  providing  welfare  benefits  to 
their  employees.  Such  benefits  include 
death  benefits,  severance  pay  and  other 
items  (but  do  not  include  deferred  com- 
pensation or  qualified  retirement  ben- 
efits). The  covered  employees  did  not 
have  to  report  the  corresponding  income 
on  their  income  tax  returns  until  they 
actually  received  it. 

Congress  decided  in  1984  that  com- 
panies were  abusing  these  deductions, 
often  paying  for  and  deducting  the  costs 
many  years  before  employees  received 
and  paid  tax  on  the  related  benefits.  To 
stop  these  perceived  abuses,  Congress 
enacted  41 9 A IRC  to  place  limits  on  tax 
deductions  associated  with  providing 
such  benefits. 

However,  an  exception  to  the  limi- 


tations was  provided  for  contributions 
to  a multi-employer  plan.  A multi-em- 
ployer plan  is  defined  as  a plan  in  which 
10  or  more  employers  participate,  no 
employer  contributes  more  than  1 0 per- 
cent of  the  costs  of  the  plan,  and  there 
is  no  “experience  rating”  that  affects  par- 
ticipating employers’  costs  of  providing 
the  benefits.  This  is  usually  easily  accom- 
plished, since  multi-employer  trusts 
have  been  established,  with  several  hun- 
dred employers  participating,  to  accom- 
modate 419A  plans. 

Consequently,  an  opportunity  con- 
tinues to  exist  today  to  currently  deduct 
amounts  paid  to  a properly  structured 
419A  plan  to  fund  death  benefits  on  be- 
half of  the  owner/employees.  This  oppor- 
tunity exists  even  though  the  covered 
owner/employees  may  never  pay  income 
tax  on  amounts  in  excess  of  the  relatively 
insignificant  PS  58  costs  of  the  insur- 
ance, and  the  plan  can  be  structured  so 
that  the  related  death  benefits  are  not 
taxed  in  the  owner/employees’  estates. 

A Typical  Example 

One  of  the  ways  in  which  a 419A 
plan  can  benefit  physicians  who  are  ap- 
proaching retirement  is  to  provide  or 
supplement  the  physician’s  cash  flow 
during  retirement  years.  Consider  the 
following  example. 

Dr.  Smith  is  53  years  old  and  is  a 33 
percent  owner  of  a clinic  along  with  two 
other  physicians.  He  has  a modest 
amount  accumulated  in  his  clinic’s  quali- 
fied profit-sharing  plan.  He  plans  to  re- 
tire within  the  next  several  years  and 
would  like  to  enhance  his  cash  flow  dur- 
ing his  retirement  years. 

In  order  to  provide  enhanced  wel- 
fare benefits  to  the  owners  of  the  clinic, 
the  clinic  adopts  a 419A  welfare  ben- 
efit plan.  The  plan  provides  that  the 
clinic  will  pay  the  costs  of  providing  $2 
million  of  death  benefits  for  each  physi' 
cian/owner  of  the  clinic. 


The  clinic  pays  (and  deducts) 
amounts  sufficient  to  fund  the  life  insur- 
ance to  a properly  structured  419A  multi- 
employer  trust,  and  the  trust  acquires  the 
life  insurance  policies.  The  policies  are 
designed  to  accumulate  large  cash  values 
early  in  the  life  of  the  policies. 

When  Dr.  Smith  (or  the  other  physi- 
cian/owners)  retires  or  leaves  the  group, 
his  policy  is  distributed  to  him  by  the 
multi-employer  trust.  The  cash  surrender 
value  is  large  enough  to  allow  Dr.  Smith 
to  take  a tax-free  distribution  from  the 
policy  to  pay  income  tax  on  the  value  of 
the  policy,  and  to  continue  to  receive  tax- 
free  cash  surrender  value  distributions 
throughout  his  retirement  years. 

The  tax-deferred  inside  build-up 
within  the  insurance  policy  has,  in  effect, 
self-funded  Dr.  Smith’s  income  tax  pay- 
ment, which  results  from  distribution  of 
the  policy  to  him,  and  has  provided  sig- 
nificant additional  funds  accessible  to  Dr. 
Smith  on  a tax-free  basis  either  immedi- 
ately or  as  needed  during  his  retirement 
years. 

Doing  It  Right 

The  example  above  illustrates  just 
one  of  the  advantages  of  a 4 19A  plan,  but 
there  are  many  others.  If  you  are  consider- 
ing a 419A  plan,  it  is  important  to  access 
qualified  professionals  who  know  how  the 
plan  should  be  structured  (your  CPA,  at- 
torney and  insurance  specialist),  and  to 
fund  the  plan  through  a multi-employer 
trust  that  has  obtained  a tax  opinion  regard- 
ing the  intended  tax  benefits.  Several  of 
these  trusts  are  available  and  already  have 
hundreds  of  participating  employers.  ■ 

MaGee  is  the  director  of  taxation  in  the 
central  Arkansas  practice  of  Baird,  Kurtz  & 
Dobson,  CPAs.  He  is  a technical  consult - 
ant  for  The  Advantage  Plan , which  is  a41 9 A 
plan  sponsored  by  AMS  Benefits,  Inc.,  a 
wholly  owned  subsidiary  of  the  Arkansas 
Medical  Society. 
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HONORED 

Dr.  Tompkins  Honored 
for  Community  Work 

Dr.  Carl  Tompkins  of 
Bella  Vista  recently 
received  an  Ageless 
Heroes  Award  in  the 
community  involvement 
category  in  Springdale. 

In  her  nomination 
essay,  Dr.  Tompkins’  wife, 
Linda,  wrote,  “His  life 
goal  is  to  leave  his  world 
better  than  he  found  it.  I 
think  he  is  doing  that.” 

Dr.  Tompkins  main- 
tains  his  physician’s 
license,  is  a facilitator  for 
three  support  groups  and 
volunteered  as  a hospice 
medical  director.  He’s 
also  trying  to  bring 
another  nursing  home  to 
Benton  County. 

The  Ageless  Heroes 
program,  in  its  second 
year,  is  sponsored  by  Blue 
Cross  and  Blue  Shield. 
About  260  Arkansans 
were  nominated  for  the 
awards  in  1999. 

Dr.  Tom  Ross  Award 
Given  to  Dr.  Maupin 

Dr.  James  L.  Maupin 
of  Dardanelle  received 
the  Dr.  Tom  T.  Ross 
Award  from  the  Arkansas 
Public  Health  Associa- 
tion at  the  organization’s 
annual  conference  in  Hot 
Springs. 

Dr.  Maupin,  who 
practices  family  medicine 


and  general  surgery,  was  a 
member  of  the  Hospital 
Board  of  Governors  for  22 
years,  was  clinical  direc- 
tor of  the  state  tuberculo- 
sis sanitarium  for  five 
years  and  was  medical 
director  for  the  Arkansas 
Foundation  for  Medical 
Care.  He  also  was  a 
member  of  the  state  Board 
of  Health  for  16  years. 


Three  Appointed 
Liaison  Physicians 

Dr.  Keith  M.  Heaton 
of  Little  Rock,  Dr.  Patrick 
Travis  of  Bentonville  and 
Dr.  Andre  B.  Whiteley  of 
Springdale  received 
three-year  appointments 
as  cancer  liaison  physi- 
cians for  the  American 
College  of  Surgeons’ 
Commission  on  Cancer 
program. 

Dr.  Heaton  will  serve 
at  University  of  Arkansas 
for  Medical  Sciences  in 
Little  Rock;  Dr.  Travis  will 
serve  at  St.  Mary’s  Hospital 
in  Rogers,  and  Dr. 

Whiteley  will  serve  at 
Northwest  Medical  Center 
in  Springdale. 

The  Commission  on 
Cancer,  which  began  in 
1922,  reviews  cancer 
programs  for  conformity  to 
standards  and  encourages 
hospitals  to  provide 
patients  with  the  latest 
services  in  the  diagnosis 
and  treatment  of  cancer. 


New  Members 


Jason  R.  Beck,  MD 

Specialty:  Resident  - Radiology 

29  Scenic  Point 
Little  Rock  72207 
(501)664-4829 

Kara  D.  Belue,  MD 

Specialty:  Resident  - Psychiatry 

19  Par  Drive,  # 6 
Little  Rock  72209 
(501)  223-3827 

D’Andra  D.  Bingham,  MD 

Specialty:  Resident  - 
Obstetrics  and  Gynecology 

2509  Creekside  Drive 
Little  Rock  72211 
(501)  312-1290 

Christian  G.  Blankers,  MD 

Specialty:  Resident  - 
Family  Practice 

601  West  Maple,  #102 
Springdale  72764 
(501)  750-6585 

Christopher  S.  Bryant,  MD 

Specialty:  Resident  - 
Family  Practice 

2022  Boundary  Oaks  Drive 
Jonesboro  72404 
(870)  802-4273 


William  Byrd,  MD 

Specialty:  Resident  - 
Internal  Medicine 

16625  Crystal  Valley 
Little  Rock  72210-4409 
(501)455-4542 

Brian  M.  Cate,  MD 

Specialty:  Resident  - 
Radiology 

11901  Pleasant  Ridge,  #122 
Little  Rock  72212 
(501)954-8735 

Robert  B.  Clark,  MD 

Specialty:  Anesthesiology 
1701  S.  Shackleford 
Little  Rock  72211 
(501)  219-7385 

J.  Christopher  Cobb,  MD 

Specialty:  Resident  - 
Family  Practice 

130  Calais  Drive 
Maumelle  72113 

Raymond  K.  Coker,  MD 

Specialty:  Resident  - 
Family  Practice 
5715  South  Country  Club  Blvd. 
Little  Rock  72207 


OBITUARY 

Louis  Richard  McFarland,  MD,  77,  Dies 

Dr.  McFarland,  77,  of  Hot  Springs  died  May  30  in  a Hous- 
ton hospital. 

Dr.  McFarland,  bom  in  Arkadelphia  in  192 1 , had  a general 
practice  in  Hampton  (Calhoun  County),  1946-50,  and  was  as- 
sistant resident  physician  at  St.  Louis  Children’s  Hospital,  1951- 
52.  He  was  in  postgraduate  training  at  Harvard  Children’s  Medi- 
cal Center  in  Boston  in  1955  and  was  a staff  member  of  St. 
Joseph’s  Hospital,  Ouachita  Memorial  Hospital,  National  Park 
Medical  Center  and  Leo  N.  Levi  Hospital,  all  in  Hot  Springs. 

He  was  a graduate  of  the  University  of  Arkansas  School  of 
Medicine  and  was  an  intern  at  Baptist  Hospital  in  Little  Rock, 
1944-45. 

He  is  survived  by  his  wife  of  54  years,  Lanelle  Weldon 
McFarland,  and  three  children  — Robert  Alan  McFarland  of 
Ventura,  Calif.,  Dr.  Michael  Scott  McFarland  of  Hot  Springs 
and  Pine  Bluff  and  Jane  Ann  Cole  of  The  Woodlands,  Texas.  ■ 
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The  Flatiron  Flats  in  Eureka  Springs  is  hard 
to  miss  with  its  distinctive  look.  All  the 
comforts  of  home  are  available  in  rooms  that 
tout  king-size  beds  and  whirlpool  bathtubs . 


Flatiron  Flats 
in  Eureka  Springs 


Chances  are  you’ve  seen  photos  of  Eureka  Springs’ 
Flatiron  Flats.  Maybe  you’ve  walked  past  the 
building  or  admired  it  from  the  deck  of  the  Basin 
Park  Hotel. 

The  building  fits  into  its  antique  surround- 
ings, even  though  it  was  built  in  1987.  The 
original  Flatiron  building  was  built  in  1880  but 
was  destroyed  by  fire  in  1890.  It  was  rebuilt  but 
destroyed  by  another  fire. 

Today  the  building  houses  rooms  with 
king-size  beds,  whirlpool  bathtubs,  Amish 
quilts  and  other  comforts  that  can  take  the 
edge  off  a long  day  of  shopping  and 
exploring  this  unique  village.  Bath  salts, 
chocolates,  wine,  cheese,  fresh  fruit, 
soft  drinks,  a refrigerator,  a micro- 
wave oven,  cable  TV,  stereo  and 
access  to  a pool,  hot  tub  and  golf 
course  are  part  of  the  deal,  too. 

But  perhaps  the  best  benefit  is 
location.  Flatiron  Flats  is  smack  dab 
in  the  middle  of  town,  and  parking 
is  available  on-site.  That  means  you 
can  park  your  car  and  not  move  it 
until  your  visit  ends.  Everything  you 
need  — fine  dining,  drinks,  enter- 
tainment, shops  — is  within  easy 
walking  distance  on  Spring  Street  in 
the  heart  of  Eureka  Springs. 

For  more  information  write 
Flatiron  Flats,  25  Spring  St.,  Eureka 
Springs,  AR  72632,  call  (501)  253- 
9434  or  (800)  421-9615  or  visit  the 
web  site  at  www.eureka-net.com/ 
flatiron/.  ■ 


ARKANSAS  RETREATS 


Number  2 


July  1999  • 69 


ADVERTISERS  INDEX 


AMS  Benefits,  Inc 45 

Air  Force 48 


Arkansas  Foundation 

for  Medical  Care Inside  Front  Cover 


Arkansas  Physicians  Resource  Council 46 

Freemyer  Collection  System 48 

Hutchinson/Ifrah  Financial  Services,  Inc 56 

Jones  Volvo 59 

Smith  Capital  Management 53 


Snell  Prosthetic  & Orthotic  Laboratory  . . . Back  Cover 

Southwest  Capital  Management,  Inc 43 

StaffMark  Medical  Staffing Inside  Back  Cover 


State  Volunteer  Mutual  Insurance  Co 40 

Sten-Tel 62 

University  of  Arkansas  for  Medical  Sciences 51 

Dr.  Ashley  Ross 48 


Special  Publications  Publisher 

Advertising  Coordinator 

B rigette  Williams 

Kathleen  Fitzpatrick 

Special  Publications 

Executive  Assistants 

Editor- in  -Chief 

Angel  Cuff  el,  Laura  Head, 

Natalie  Gardner 

M itzi  Ttffee 

Sales  Manager 

Advertising  Assistant 

Stephanie  Hopkins 

Malissa  Greeson 

Account  Executive 
Elizabeth  Daniel 

± ARKANSAS  BUSINESS 
^ PUBLISHING  GROUP 

Director  of  Design  & 

Chief  Executive  Officer 

Production 

Olivia  Farrell 

Virgeen  Healey 

Publisher  and  Editor 

Editorial  Art  Director 

Jeff  Hankins 

Irene  Forbes 

Executive  Vice  President 

Advertising  Art  Director 
Jeremy  Henderson 

Sheila  Palmer 

© 1999  Arkansas  Business  Publishing  Group 

INFORMATION 
FOR  AUTHORS 


Original  manuscripts  are  accepted  for  consideration  on  the 
condition  that  they  are  contributed  solely  to  this  journal. 
Material  appearing  in  The  Journal  of  the  Arkansas  Medical  Society 
is  protected  by  copyright.  Manuscripts  may  not  be  reproduced 
without  the  written  permission  of  both  author  and  The  Journal 
of  the  Arkansas  Medical  Society . 

The  Journal  of  the  Arkansas  Medical  Society  reserves  the  right 
to  edit  any  material  submitted.  The  publishers  accept  no 
responsibility  for  opinions  expressed  by  the  contributors. 

All  manuscripts  should  be  submitted  to  Judy  Hicks,  Arkan- 
sas Medical  Society,  P.O.  Box  55088,  Little  Rock,  Arkansas 
72215-5088.  A transmittal  letter  should  accompany  the  article 
and  should  identify  one  author  as  the  correspondent  and 
include  his/her  address  and  telephone  number. 

MANUSCRIPT  STYLE 

Author  information  should  include  titles,  degrees,  and  any 
hospital  or  university  appointments  of  the  author(s).  All 
scientific  manuscripts  must  include  an  abstract  of  not  more 
than  100  words.  The  abstract  is  a factual  summary  of  the  work 
and  precedes  the  article.  Manuscripts  should  be  typewritten, 
double-spaced,  and  have  generous  margins.  Subheads  are 
strongly  encouraged.  The  original,  one  copy  and  the  manu- 
script on  a 31/4"  diskette  should  be  submitted.  Pages  should  he 
numbered.  Manuscripts  and  diskettes  are  not  returned;  how- 
ever, original  photographs  or  drawings  will  be  returned  upon 
request  after  publication.  Manuscripts  should  be  no  longer  than 
ten  typewritten  pages.  Exceptions  will  be  made  only  under  most 
unusual  circumstances. 

REFERENCES 

References  should  be  limited  to  ten;  if  more  than  ten  are 
listed,  the  author(s)  may  designate  the  ten  most  significant  to 
be  printed  and  readers  will  he  referred  to  the  author(s)  for  the 
complete  list.  References  must  contain,  in  the  order  given: 
name  of  author(s),  title  of  article,  name  of  periodicals  with 
volume,  page,  month  and  year.  References  should  be  numbered 
consecutively  in  the  order  in  which  they  appear  in  the  text. 
Authors  are  responsible  for  reference  accuracy. 

ILLUSTRATIONS 

Illustrations  should  be  professionally  drawn  and/or  photo- 
graphed. Glossy  black  and  white  photos  are  preferred.  They 
should  not  be  mounted  and  should  have  the  name  of  the 
author(s)  and  figure  number  penciled  lightly  on  the  back.  An 
arrow  should  indicate  the  top  of  the  illustration.  In  photo- 
graphs in  which  there  is  any  possibility  of  personal  identifica- 
tion, an  acceptable  legal  release  must  accompany  the  material. 
Up  to  four  illustrations  will  be  accepted  at  no  charge  to  the 
author(s).  If  more  than  four  are  necessary,  it  is  understood  that 
the  author(s)  will  he  responsible  for  the  reproduction  costs. 

REPRINTS 

Reprints  may  be  obtained  from  The  Journal  office  and 
should  be  ordered  prior  to  publication.  Reprints  will  be  mailed 
approximately  three  weeks  from  publication  date.  For  a reprint 
price  list,  contact  Judy  Hicks  at  The  Journal  office.  Orders 
cannot  be  accepted  for  less  than  100  copies. 
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At  StaffMark  Medical  Staffing,  we  understand  the  unique  nature  of  the  medical  profession. 
We  go  to  great  lengths  to  screen  and  evaluate  our  medical  professionals  to  ensure  you 


get  quality  assistance  when  you  call  us.  Whether  it's  short-term,  long-term, 
or  direct  hire,  we  provide  effective  solutions  for  a wide  range  of  medical  needs  including: 


RNs  • LPNs  • Medical  Clerks  • Transcriptionists 
Phlebotomists  • Lab  Techs  • X-ray  Techs 
Medical  Assistants  • Medical  Office  Managers 
Dental  Assistants  • Medical  Coders 

So  when  you  find  yourself  needing  qualified  medical  professionals, 
call  the  company  that  speaks  your  language.  Call  StaffMark  Medical  Staffing. 


STAFFMARK. 

MEDICAL  STAFFING 

www.staffmark.com 


Western  Arkansas 
(501)  484-71  10 


Central  Arkansas 
(501)  227-5858 


Northwest  Arkansas 
(501)  750-4844 


EOE 


At  Snell  Prosthetic  & Orthotic 
Laboratory , we're  not  locked  in  by  the 
way  things  used  to  be.  We  welcome  the  latest 
in  worldwide  technology,  and  apply  it  to  the  best 


benefit  of  our  patients  and  the  medical  community 
we  serve.  Our  service  philosophy  is  that  of  across- 
the-board  access  to  new  ideas,  so  that  the  family 
members  we  serve  can  get  back  to  their  worlds. 


Around  The  World  Or 
Around  The  Block. 


We've  treated  patients  from  as  far  away  as  Bosnia, 
and  as  close  as  down  the  street.  We  actively  take  on 
the  most  challenging  patients,  and  our  sensitivity  to 
what  they  are  experiencing  knows  no  bounds. 

Using  technology  initiated  in  the  NASA  space 
program,  our  certified  orthotists  bring  a whole  new 
world  of  lightweight  support  and  comfort  to  our 
patients  with  orthoses. 

For  prosthetics,  our  computer-aided  design 


and  manufacture  (CAD/CAM)  system  allows  us  to 
break  down  walls  that  previously  existed  in  custom 
manufacture.  With  CAD/CAM,  our  staff  is  free  to 
create  the  most  comfortable,  precisely  fitting 
prosthetic  devices  yet  available,  truly  breaking  the 
mold  on  traditional  fittings. 

Snell  Laboratory  was  the  first  in  Arkansas  to 
invest  in  this  technology.  Because  homecomings 
are  too  important  to  handle  half-way. 


Prosthetic  & Orthotic 
Laboratory 


THE  LATEST  IN  TECHNOLOGY.  THE  BEST  IN  CARE. 

Offices  located  in  Little  Rock,  Russellville,  Fort  Smith,  Mountain  Home,  Fayetteville,  Hot  Springs,  North  Little  Rock,  and  Jonesboro. 

Little  Rock  (501)  664-2624  • Statewide  Toll-free  1-800-342-5541 

Founding  Members  of  PrimeCare  O&P  Network  - serving  the  southern  United  States. 
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Sometimes  it's  simple  instructions  that  make  a difference, 

Aspirin  for  heart  attack.  Flu  shots.  Eye  exams  for  diabetics 


I! 


And,  sometimes  it's  complex  treatments  that  are  critical. 


Keeping  you  on  top  of  the  latest  clinical  guidelines,  whether  they  are  simple  or  complex,  is  just  one  way 
Arkansas  Foundation  for  Medical  Care  helps  you  improve  health  care  for  thousands  of  Medicaid  and 
Medicare  patients  in  Arkansas. 


Through  initiatives  like  our  Health  Care  Quality  Improvement  Program  (HCQIP),  we  help  health  care 
professionals  identify  opportunities  to  improve  the  delivery,  quality  and  cost-effectiveness  of  health  care. 


Combining  the  most  current  data  analysis  and  clinical  practice  guidelines,  our  collaborative  improvement 
projects  are  setting  a new  standard  in  evidence-based  medicine. 


Together,  we're  Improving  the  quality  of  health  care  for  all  Arkansans. 


Arkansas  Foundation 
for  Medical  Care 


For  more  information  on  HCQIP  projects,  Medicaid  Managed  Care  Serivces  and  Health  Data  Solutions, 
contact  the  Arkansas  Foundation  for  Medical  Care  at  501-649-8501. 

Or  visit  our  web  site.at..btto://w.ww.afmr  .nr?  
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Pledging  commitment  is  one  of  the  most 
important  things  that  human  beings  can  do  for 
one  another.  It  means  I’ll  do  only  my  best  for  you. 
I'll  fight  for  your  rights.  I’ll  be  there  for  you. 


At  Snell  Laboratory  we  make  that  type  of  commitment  to 
each  of  our  patients.  We  dedicate  ourselves  to  making 
them  as  comfortable  and  as  mobile  as  possible.  We  give 
them  back  as  much  of  their  former  life  as  we  can. 


A Match  Made  In  Heaven. 


Our  computer-aided  design  and  manufacture 
(CAD/CAM)  system  makes  so  much  more  possible  in 
creating  custom-fit  prostheses  than  ever  before.  And 
new  lightweight,  space  age  materials  mean  more  ^ 
for  our  patients  with  custom  orthoses. 

So  regardless  of  what  responsibilities  your 


patients  agree  to  in  life,  from  going  out  to  play  to 
attending  a special  occasion,  our  commitment 
to  comfort  never  ivaivers. 

5^,  Snell  Prosthetic  and  Orthotic  Laboratory  has 
been  in  business  since  1911.  We've  said  " I do"  to 
our  patients  since  day  one. 


Prosthetic  & Orthotic 
Laboratory 


THE  LATEST  IN  TECHNOLOGY.  THE  BEST  IN  CARE. 
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The  Academic 
Paradigm 

Alex  E.  Finkbeiner,  MD 

The  College  of  Medicine  Faculty  Awards  Banquet  honoring  excellence 
at  the  University  of  Arkansas  for  Medical  Sciences  College  of  Medi- 
cine  was  held  March  18.  This  inaugural  banquet  included  the  presen- 
tation  of  the  Master  Teacher  Award  to  George  L.  Ackerman,  MD,  professor 
of  internal  medicine.  Following  an  eloquent  and  heart-felt  introduction  by 
Dr.  Thomas  Andreoli,  Dr.  Ackerman  delivered  the  acceptance  that  follows: 
“Thank  you  Dr.  Andreoli  and  Dean  Wilson.  No  recognition  could  be 
more  meaningful  to  me  or  more  deeply  appreciated  than  to  be  honored  as  a 
teacher. 

We  are  molded  and  formed  by  multiple  influences.  If  I have  had  any 
success  as  a teacher,  it  is  reasonable  to  believe  that  my  teachers  played  some 
role  and  deserve  some  credit.  Fet  me  recognize  some  who  were  important  to 
me  when  I began  to  learn  medicine,  who  taught  me  and  in  some  instances 
are  still  teaching  me. 

• Ben  Heller,  who  first  interested  me  in  renal  disease 
• Bill  Ross 
• Bob  Abernathy 

• Jim  Doherty  and  Dr.  James  Taylor 
• Kerry  Juniper 
• J im  Melby 
• Jack  Pierce 

And,  of  course,  Dick  Ebert.  Certainly  the  most  fortunate  event  in  my 
education  was  the  privilege  of  learning  medicine  from  Dr.  Ebert.  He  was  a 
master  clinician  and  scholar  whom  I revered  and  admired  above  all  others. 
No  student  could  have  had  a better  teacher,  no  apprentice  a wiser  master 
than  Dr.  Ebert. 

I want  to  credit  another  group  of  teachers.  Emerson  said,  ‘I  pay  the  school 
master  to  teach  my  son  but  he  learns  from  his  fellows.’  Among  the  members 
of  my  residency  group  were: 

• Joe  Bates 
• Lou  Sanders 
• Bill  Chew 
• Pat  Henry 
• Coy  Fitch 
• Van  Smith 
• George  Mitchell 
• Sexton  Lewis  and  others. 

They  created  a milieu  where  learning  medicine  seemed  the  most  reward- 
ing and  exciting  thing  we  did.  From  that  group  of  just  over  20  house  officers, 
there  came  six  professors  of  medicine. 

I wish  also  to  express  my  gratitude  to  our  university  and  especially  to  the 
present  leadership.  The  growth  and  the  changed  character  of  our  institution 
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in  the  last  20  years  would  have  been 
thought  impossible  when  Harry  Ward 
arrived  here  in  1979.  Equally  impres- 
sive  have  been  the  changes  wrought 
by  Dodd  Wilson  in  the  College  of 
Medicine.  All  of  us  should  feel  a deep 
sense  of  gratitude  for  them. 

I have  had  the  good  fortune  to 
have  been  a member  of  the  Depart- 
ment of  Medicine  where  teaching  has 
been  a valued  tradition,  an  attitude 
that,  to  the  great  credit  of  Tom 
Andreoli,  remains  true  even  in  these 
difficult  times  when  bedside  teaching 
is  threatened  by  economic  pressures. 

And  finally,  on  a more  personal 
note,  my  wife  and  daughters  have 
been  a constant  source  of  pride  and 
happiness.  1 am  grateful  to  them  be- 
yond telling,  for  making  me  happy. 

You  have  honored  me  by  dubbing 
me  a Master  Teacher.  I am  not  sure 
that  that  is  correct,  but  I am  happy  to 
bask  in  this  moment  of  glory.  If  it  is 
true,  I suppose  it  would  be  fitting  for 
me  to  divulge  the  secrets  of  masterful 
teaching.  However,  I am  not  sure  that 
the  process  bears  too  close  an  exami- 
nation. My  father  told  a story  many 
years  ago  of  the  older  man  who  had  a 
long  flowing  beard  and  who  was  asked 
by  his  grandson,  ‘Granddaddy  do  you 
sleep  with  your  beard  under  the  cover 
or  out  of  the  cover?’ 

‘I  don’t  know,’  he  replied,  ‘but  I 
will  tell  you  in  the  morning.’ 

The  next  morning,  though,  he  got 
up  and  shaved  his  beard  because,  of 
course,  he  was  unable  to  sleep  with  his 
beard  beneath  or  out  of  the  bed 
clothes. 

The  Japanese  Zen  Master  is  said 
to  have  advised  his  students,  ‘Don’t 
think  of  what  you  have  to  do,  don’t 
consider  how  to  carry  it  out!’ 

The  only  secrets  I know  are  very 
obvious  ones.  Put  yourself  in  the 
student’s  place.  Think  if  what  you  are 
saying  or  doing  is  being  registered  and 
if  it  is  helpful  to  his  learning.  Never 
build  your  ego  at  the  expense  of  the 
students.  This  is  perhaps  the  cardinal 


sin  for  any  teacher. 

I suppose  I have  license 
to  give  some  additional  un- 
solicited advice  and  1 will. 

First,  for  the  basic  scien- 
tist. Remind  the  student  of 
the  wonder  of  the  human 
body  and  of  the  miracles  of 
biology,  of  the  intricate  and 
miraculous  system  that  keep 
us  coping.  It  doesn’t  require 
any  lessening  of  the  impor- 
tance of  the  scientific  to 
note  for  the  student  the  in- 
finite number  of  arrange- 
ments, of  the  checks  and 
balances  and  fail-safe 
mechanisms  that  have 
evolved  over  the  ages  to  en- 
sure as  far  as  possible  the  or- 
ganisms’ survival.  Surly  it  is 
more  rewarding  and  pleasant 
to  learn  if  we  marvel  at  the 
subject  we  are  studying. 

For  the  clinical  scientist. 

With  the  rapidly  advancing 
technology  of  medicine, 
technology  that  has  changed 
medicine  with  tremendous 
benefit  for  our  patients,  we  must  not 
lose  the  ability  to  talk  to  our  patients, 
to  know  them,  and  to  communicate 
our  interest  in  them,  and  we  must  dem- 
onstrate this  practice  to  our  students. 
We  must  insist  that  the  student  con- 
sider the  patient  first  and  the  CT  scan, 
the  MRI  and  the  echocardio-gram  sec- 
ond. 

The  conflict  between  knowledge 
and  wisdom,  between  science  and  hu- 
manism, is  not  a new  one,  for  it  is 
these  two  disparate  values  that  are 
symbolized  by  the  two  intertwined 
snakes  on  the  caduceus.  The  doctor 
who  ignores  science  — or  our  stu- 
dents who  do  not  learn  to  use  it  — 
denies  his  patients  the  benefits  of  the 
revolutionary  advances  of  the  last  half 
of  this  century.  The  doctor,  or  stu- 
dent, who  forgets  the  patient,  the 
object  of  his  science,  never  gains  the 
wisdom  of  the  physician  and  betrays 


the  greatest  traditions  of  our 
craft. 

We  must  encourage  and 
guide  our  students  in  blend- 
ing knowledge  and  wisdom, 
science  and  humanism,  an 
understanding  of  the  power- 
ful scientific  and  technical 
tools  we  have  in  our  hands 
with  the  empathic  and  com- 
passionate concern  for  the 
person  they  are  caring  for. 

The  two  are  the  requi- 
sites of  the  good  doctor,  ei- 
ther of  them  alone  makes 
either  an  uncaring  techni- 
cian or  a warm,  but  not  fully 
competent,  counselor. 

How  fortunate  we  are  to 
be  able  to  practice  the  sci- 
ences and  to  have  the  oppor- 
tunity to  teach.  We  must 
recognize  that  this  is  a call- 
ing with  great  responsibility, 
but  surely  there  are  few  with 
greater  rewards. 

In  closing,  I again  ex- 
press my  gratitude  for  hav- 
ing had  the  opportunity  to 
learn  and  to  teach  at  our  university 
and  again  state  my  profound  thanks 
for  this  award.” 

In  his  speech,  Dr.  Ackerman  ex- 
pressed his  gratitude  for  having  had 
the  opportunity  to  learn  and  to  teach 
at  our  university.  On  behalf  of  all  of 
us  who  have  had  the  privilege  and 
honor  to  have  interacted  with  this 
master  teacher  — whether  we  were  a 
medical  student,  resident,  colleague, 
referring  physician  or  a patient  — we 
wish  to  express  our  gratitude  to  you 
for  teaching  us  well  by  reaffirming  and 
uplifting  us  medical  neophytes  in  such 
a gentlemanly  manner  or  to  express 
it  in  the  current  idiom,  “George,  you 
da  man!”  ■ 

Dr.  Finkbeiner  is  chairman  of  urol- 
ogy at  DAMS  and  is  a member  of  the 
editorial  board  for  The  Journal  of  the 
Arkansas  Medical  Society. 


First,  for 
the  basic 
scientist. 
Remind  the 
student  of 
the  wonder 
of  the 

human  body 
and  of  the 
miracles  of 
biology,  of 
the  intricate 
and 

miraculous 
system  that 
keep  us 
coping. 


78  • The  Journal 


Volume  96 


Aric 


The  Christian  Medical  & Dental  Society 
designates  this  continuing  medical 
education  activity  for  10  credit  hours  in 
Category  1 of  the  Physician's  Recognition 
iward  of  the  American  Medical  Association. 

Valuing  L 

CONFEREN 


matured  Speakers: 
aul  Meier,  M.D. 

^founder  and  medical  director  of  New  Life  Clinics 

>hn  Patrick,  B.S.,  M.B.,  M.R.C.P.,  M.D. 

ofessor  of  Biochemistry  and  Pediatrics  at  University 
r Ottawa 

I rad  G.  Beck,  M.D.,  M.S. 

sdical  Issues  Advisor  for  Focus  on  the  Family 

illiam  Toffler,  M.D. 

rector  of  Education  Section  and  Predoctoral  Education  at  the  Oregon 
l ialth  Sciences  University 

nd  many  more... 

egistration  Deadline  September  1 

> eAR  Physicians  Resource  Council  is  a division  of  the  Family  Council. 


Phy^tclcvny 


Resources 


CowncCV 


VreAerdcy 


C E 


Littie/Kodo, 

tmbo^yy 

Sutt&y 

Hotel; 


For  Information  and  a free  brochure 
please  call  (501)  375-7000  or  write  to 
AR  Physicians  Resource  Council 
414  South  Pulaski/  Suite  2 
Little  Rock , AR  72201 


FROM  THE  AMS  STAFF 


Us 


From 

You! 


You  can  now  e-mail 
AMS  at  the 
following  addresses: 


Main  address: 

ams  @ arkmed.org 
Ken  LaMastus: 
klamastus  @ arkmed.org 
Lynn  Zeno: 
zeno  @ arkmed.org 
David  Wroten: 
dwroten  @ arkmed.org 
Kay  Waldo: 
kwaldo  @ arkmed.org 
Journal: 

journal  @ arkmed.org 


Plus. . . 

Visit  our  web  site  at: 

www.arkmed.org 


Medical  Journey  for  Many 
Starts  This  Month 

August  at  the  Arkansas  Medical  Society  means  time  for  students  — 
medical  students  to  be  exact. 

About  150  young  (and  some  not  so  young)  students  from  all  walks 
of  life  begin  their  first  year  of  medical  training  at  the  University  of  Arkansas  for 
Medical  Sciences  each  August.  They  arrive  on  campus  with  healthy  doses  of 
nervousness  and  excitement. 

Their  first  exposure  to  the  Arkansas  Medical  Society  and  organized  medi- 
cine  comes  during  freshman  orientation.  For  several  years  UAMS  has  given 
students  the  opportunity  to  complete  membership  applications  for  the  AMS 
during  the  orientation  process.  Leaders  in  the  AMS  Medical  Student  Section 
(AMS-MSS)  are  available  to  the  newcomers. 

AMS  support  of  student  orientation  is  never  more  evident  than  at  the  White 
Coat  Ceremony.  This  ceremony  is  the  high  point  of  orientation  week.  With 
parents  watching  proudly,  each  new  student  marches  across  the  stage  and  pulls 
on  the  first  official  “white  coat,”  assisted  by  a distinguished  member  of  the 
faculty  and  the  AMS  president.  Last  year,  AMS  President  Michael  Moody, 
MD,  of  Salem  began  a tradition  of  handing  each  student  a card-sized  laminated 
copy  of  the  AMA  Code  of  Medical  Ethics,  which  many  students  continue  to 
carry  with  them. 

While  this  may  be  the  starting  point  for  medical  students,  it  is  only  the 
beginning  of  their  involvement  with  the  AMS.  Students  play  an  active  role  in 
our  association’s  activities  and  now  have  a voting  member  on  the  AMS  Coun- 
cil  and  AMS  committees. 

The  AMS  also  sponsors  three  lunch  programs  each  semester  for  students 
and  provides  funding  for  students  to  attend  the  annual  and  interim  meeting  of 
the  AMA  House  of  Delegates. 

The  most  recent  project  of  the  AMS-MSS  was  the  creation  of  a mentoring 
program  to  be  offered  for  the  first  time  to  this  year’s  incoming  freshman  class. 
The  mentoring  program  will  match  a medical  student  to  a practicing  physician 
member  of  the  AMS.  The  goal  is  to  provide  students  with  the  opportunity  to 
interact  with  physicians  in  private  practice.  Look  on  page  82  of  The  Journal  for 
a form  to  volunteer  as  a mentor. 

Student  members  of  the  AMS  also  participate  in  volunteer  efforts  to  help 
others.  Last  year,  for  example,  the  students  sponsored  two  book  sales  and  a 
faculty-student  volleyball  game  to  benefit  Arkansas  Advocates  for  Battered 
Women. 

Medical  student  members  of  the  AMS  enjoy  the  same  membership  ben- 
efits as  physician  members,  except  their  dues  are  waived.  They  receive  the 
same  AMS  newsletters,  The  Journal,  plus  reduced  registration  fees  for  Annual 
Session  and  other  AMS  functions.  Students  continue  to  be  exempt  from  dues 
until  their  second  year  in  practice.  This  means  that  for  each  student  joining 
during  the  freshman  year,  the  AMS  contributes  a minimum  of  $3,500  in  waived 
membership  dues. 

The  AMS  has  made  a conscious  effort  to  reach  out  to  medical  students 
because  they  truly  are  the  physician  leaders  of  tomorrow.  One  day  they  will  be 
running  the  AMS,  and  we  hope  they  will  remember  their  days  as  students  and 
the  fond  memories  of  their  first  experiences  in  the  AMS.  ■ 
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INTRODUCING 
Lilli  KNIFE 
RADIOSURGERY 


UAMS  Medical  Center  is  pleased  to  bring  the 
Gamma  Knife  to  Arkansas. 

The  Gamma  Knife  is  a revolutionary 
noninvasive  tool  used  to  treat  intracranial  benign 
and  malignant  tumors,  vascular  malformations 
and  certain  functional  disorders  without  a single 
incision.  The  Gamma  Knife  uses  a concentrated 
radiation  dose  from  Cobalt-60  sources  to  damage 
abnormal  tissue  while  sparing  adjacent  normal 
tissue.  This  exactness  is  accomplished  by  201 


beams  of  radiation  intersecting  to  form  a precise 
tool.  These  beams  are  focused  on  the  target  area 
destroying  only  that  which  is  abnormal,  while 
sparing  adjacent,  normal  tissue  from  clinically 
significant  radiation. 

Treatment  with  the  Gamma  Knife  is 
multidisciplinary.  The  skills  of  a neurosurgeon, 
radiation  oncologist  and  physicist  are  brought 
together  to  develop  a treatment  program  tailored  to 
each  individual  patient. 


The  risk  of  surgical  complications  is  greatly  reduced  because  the  Gamma  Knife  procedure  is  performed  without 
an  incision.  Therefore,  Gamma  Knife  radiosurgery  is  virtually  painless.  Patients  routinely  use  only  a local  anesthe- 
sia with  a mild  sedative,  thereby  eliminating  the  side  effects  and  dangers  of  general  anesthesia. 

Conventional  neurosurgery  typically  means  a lengthy  hospital  stay,  expensive  medication  and  sometimes 
months  of  rehabilitation.  The  Gamma  Knife  reduces  these  costs  greatly.  Patients  are  usually  able  to  leave  the 
hospital  the  same  day  and  resume  their  normal  activities  immediately.  Post-surgical  disability  and  convalescent 
costs  are  typically  minimal.  At  the  same  time,  it  provides  patients  with  dramatically  improved  quality  of  life  by 
avoiding  post-operative  complications  such  as  hemorrhage  and  infection  associated  with  conventional  surgery. 
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The  success  rate  of  the  Gamma  Knife  is  unprecedented.  It  has  established  clinical  efficacy  for  many  reported 
indications  including  obliteration  rates  in  AVM’s,  and  treatment  success  rates  for  acoustic  neuromas,  meningio- 
mas and  metastatic  tumors.  Close  to  100,000  patients  have  had  Gamma 
Knife  radiosurgery  with  no  mortality  and  minimal  morbidity  reported. 

Backed  by  over  three  decades  of  clinical  experience  and  documented 
results.  No  other  neurosurgical  tool  has  met  with  such  impressive  results. 

For  more  information  on  the  UAMS  Gamma  Knife  Center  call  Mark 
E.  Linskey,  M.D.,  Co-Director,  Neurosurgery  at  501/686-5270  or  Dennis 
Shrieve,  M.D.,  Ph.D,  Co-Director,  Radiation-Oncology  at  501/686-7100. 
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Arkansas  Medical  Society  Medical  Student  Section 

Mentoring  Program 


The  Arkansas  Medical  Society  is  pleased  to 
announce  the  establishment  of  the  Arkansas 
Medical  Society  Medical  Student  Section 
Mentoring  Program. 

Webster’s  Dictionary  says  a mentor  is  “an 
experienced  and  prudent  advisor.” 

In  the  AMS-MSS  Mentoring  Program,  a 
mentor  will  be  someone  who  wants  to  take  an 
active  role  in  supporting  the  cause  of  medicine 
and  the  future  of  the  medical  profession.  The 
goal  of  the  mentoring  program  is  for  medical 
students  to  become  interactive  with  practicing 
physicians  from  across  the  state.  In  order  to  ac- 
complish this  goal,  medical  students  from  the 
AMS-MSS  will  be  matched  with  the  mentor 
volunteers  from  the  Arkansas  Medical  Society. 
Why  should  you  be  a mentor?  Consider  the 
following  reasons: 

• Mentoring  is  a natural  role  for  physicians. 


You  have  been  the  beneficiary  of  countless 
teachers  and  mentors  as  your  career  has  pro- 
gressed. 

• Mentors  have  the  opportunity  to  establish 
rapport  with  a new  generation  of  physicians, 
learning  their  concerns  and  have  a chance 
to  enhance  their  professional  experience. 

The  qualifications  for  the  AMS-MSS 
Mentoring  Program  are  as  follows: 

• Mentors  must  be  in  active  private  practice. 

• Mentors  must  have  completed  at  least  three 
years  of  active  private  practice. 

• Mentors  must  have  a willingness  to  share 
their  experience  and  time  with  students. 

How  will  this  work  and  what  is  required? 
All  that  is  required  of  a mentor  is  to  make  at 
least  one  quality,  face-to-face  contact  a year 
with  his  or  her  assigned  student.  The  mentor 
also  must  agree  to  have  contact  with  the  stu- 


They  can  be  found  at  The  Arkansas  Financial  Group. 


Since  1985, 
we’ve  been 
helping  busy 
people  make 
smart  financial 
decisions.  So 
next  time 
you’re  looking 
for  objective 
answers  to 
life’s  crucial 
financial  deci- 
sions, call  The 
Arkansas 
Financial 
Group.  You’ll 
be  in  great 
company. 


Here’s  what  the  editors 
of  Worth  and  Medical 
Economics  had  to  say: 

“ The  Best  300  Financial 
Advisers,  9/98” 

“ The  Best  250  Financial 
Advisers,  10/97” 

“The  120  Best  Financial 
Advisers  for  Doctors,  7/27/98 ’ 


“Fee-only,  objective,  customized, 
comprehensive,  affordable  advice” 

The  Arkansas 
Financial  Group,  inc. 
376-9051 
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dent  on  a monthly  basis,  whether  it  is  by  phone,  letter,  post- 
card or  e-mail.  Each  mentor  will  have  his  or  her  own  style 
— some  will  make  repeated  personal  contacts,  invite  stu- 
dents to  breakfast  or  lunch  and  so  on.  Others  will  write  a 
letter,  send  an  e-mail  or  interesting  news  article  or  invite 
the  student  to  an  AMS  meeting. 


How  do  you  become  involved? 

Joining  the  AMS-MSS  Mentoring  Program  is  simple.  Just 
complete  and  return  the  attached  commitment  card  to  the 
Society  office  at  PO  Box  55088,  Little  Rock,  AR  72215  or 
fax  it  to  501-224-6489.  You  can  e-mail  your  interest  in  the 
mentoring  program  to  ams@arkmed.org. 


— — — — — — — — — — — — — Commitment  Card 

Arkansas  Medical  Society  Medical  Student  Section  Mentoring  Program 


Please  print  all  information  clearly. 


Name:. 


Hobbies  or  Interests: 


Specialty: 
Address :_ 


City: State Zip 

Phone: List  any  preferences  or  considerations: 

Fax: 


E-Mail  Address:. 


collection  experience 


Freemyer  Collection  System  has  been  helping 
businesses  eliminate  their  bad  debt  problems 
since  1941.  When  you  work  with  the  trained 
professionals  at  Freemyer,  you  get  many  benefits. 

• Bad  debts  are  collected  at  a competitive 
contingency  fee. 

• Representatives  are  on-hand  for  questions 
and  problems. 

•You  don’t  pay  fees  unless  collections  are  made. 

Call  one  of  our  representatives  today  at  1-800-953-2225 
and  let  us  help  you  with  your  business’s  debts. 


A proud  supporter  of  the 
Arkansas  Medical  Society  Convention 


AMERICAN  COLLECTORS 


association  member 


Endorsed  by  AHA  Services,  Inc. 

A subsidiary  of  the 
Arkansas  Hospital  Association 


,4%  Freemyer 
4 iHk*  Collection 
— System 

1-800-953-2225 
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IN+THE  + NEWS 


Magazine  Features 
Childrens  Hospital 

The  July  19  issue  of  ITS. 
News  and  World  Report  in- 
cludes Arkansas  Children’s 
Hospital  and  Dr.  Milton 
Waner  in  a feature  called 
“America’s  Best  Hospitals.” 

The  work  of  Dr.  Waner, 
director  of  the  Vascular 
Anomalies  Program  and  Cen- 
ter of  Excellence  at  Child- 
ren’s, covers  eight  pages, 
including  eight  photo- 
graphs. 

Dr.  Waner’s  14-member 
vascular  anomalies  team 
works  with  disfiguring 
birthmarks,  known  as  he- 
mangiomas and  vascular 
malformations,  which  can 
be  very  difficult  to  remove. 
The  team  includes 
otolaryngologists,  plastic 
and  reconstructive  sur- 
geons, dermatologists, 
interventional  radiologists, 
pathologists,  orthopedic 
surgeons,  hematologists, 
orthodontists  and  nurses. 

“It  is  the  goal  of  our 
team  to  provide  this  medi- 
cal treatment  and  help 
these  children  live  normal 
lives,”  said  Dr.  Waner,  who 
developed  the  only  success- 
ful technique  used  to  remove 


the  formations.  “What 
we’re  doing  is  helping  kids 
and  adults  look  normal. 

Foundation  Handing 
Out  Health  Care 

The  Arkansas  Health 
Care  Access  Foundation 
has  provided  free  medical 
service  to  15,726  medi- 
cally indigent  persons  as  of 
June  1999.  This  program 
has  1,956  volunteer  health 
professionals  including 
medical  doctors,  dentists, 
hospitals,  home  health 
agencies  and  pharmacists. 
These  providers  render 
care  in  69  of  Arkansas’  75 
counties. 

The  organization  was 
formed  in  1989  by  the  Ar- 
kansas Medical  Society  to 
provide  free  medical  care 
to  low-income  Arkansans 
who  are  uninsured.  For 
more  information  call 
(800)  950-8233  or  (501) 
221-3033  in  kittle  Rock. 


FTC  Targets  HIV 
Home  Kits 
From  Internet 

According  to  a con- 
sumer alert  from  the  Fed- 
eral Trade  Commission, 
some  human  immunodefi- 


ciency virus  home  test  kits 
have  given  users  false  infor- 
mation. 

The  FTC  tested  kits  for 
sale  on  the  Internet  and,  in 
each  case,  the  kits  showed 
a negative  result  when  used 
on  a known  HIV-positive 
sample.  Some  advertising 
with  the  kits  imply  they 
have  been  approved  by  the 
World  Health  Organiza- 
tion or  that  home-test  kits 
have  been  approved  by  the 
U.S.  Food  and  Drug  Ad- 
ministration. 

WHO  and  the  FDA  do 
not  approve  the  kits.  The 
FDA  approves  one  home 
collection  system  — the 
Home  Access  Express  HI  V- 
1 Test  System  — that  al- 
lows a test  subject  to  col- 
lect a sample  that  is  sent  to 
a laboratory  for  testing. 

The  alert  — along  with 
others  — is  posted  at 
www.ftc.gov.  Call  (202) 
FTC-HEFP  for  more  infor- 
mation. 


Alzheimer’s 
Database  Available 

A clinical  trials  data- 
base of  compounds  to  treat 
Alzheimer’s  disease  has 
been  set  up  by  the  Na- 


tional Institute  on  Aging 
with  assistance  from  the 
U.S.  Food  and  Drug  Ad- 
ministration. 

The  internet  web  site  is 
www.alzheimers.org.  Click 
the  “Clinical  Trials”  link. 


Study  Finds  Pap 
Test  Still  Best 


According  to  a report 
from  Duke  University  in 
Durham,  N.C.,  the  con- 
ventional Pap  test  remains 
the  most  cost-effective 
means  for  detecting  cervi- 
cal cancer  in  adult  women. 

The  school’s  analysis  in- 
cluded three  new  technolo- 
gies — ThinPrep,  AutoPap 
and  Papnet.  The  American 
College  of  Obstetrics  and 
Gynecology,  which  recom- 
mended that  the  new  meth- 
ods he  compared,  was  a 
partner  with  the  school  dur- 
ing the  tests. 

The  report  — “Evi- 
dence Report  on  the  Evalu- 
ation of  Cervical  Cytology” 
— is  on  the  National  Fi- 
brary  of  Medicine’s  HSTAT 
database,  which  can  be 
reached  through  “Clinical  In- 
fonnation”  at  www.ahcpr.gov. 
Printed  copies  are  available 
by  calling  (800)  358-9295.B 
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YEARS  AGO 


Prominent  AMS 
Member  Dies 

Dr.  Clifton  S.  Gray  was  born 
near  Sedalia,  Mo.,  January  2,  1851, 
and  died  of  pneumonia  after  about 
one  month’s  illness  at  his  home  in 
Little  Rock,  Ark.,  February  14, 1899. 

His  education,  both  literary  and 
medical,  was  principally  acquired  in 
his  native  state.  He  came  to 
Fayetteville,  Ark.,  about  1873,  where 
be  succeeded  in  establishing  a splen- 
did practice.  In  1875,  he  was  a del- 
egate to  the  convention  held  in  Little 
Rock,  out  of  which  was  organized  the 
Arkansas  Medical  Society,  and  was 
one  of  its  most  prominent  members 
up  to  the  time  of  his  death. 

He  married,  in  1886,  Miss 
Fannie  Ashley,  granddaughter  of 
Senator  Chester  Ashley,  who  repre- 
sented Arkansas  in  the  U.S.  Senate 
from  1844  to  1848,  and  daughter  of 
Wm.  Ashley  and  Mrs.  Fannie 
Ashley,  who  died  last  year  at  an  ad- 
vanced age.  His  wife  and  a nephew, 
Clarence  Gray,  of  his  immediate  fam- 
ily, survive  him. 

The  beautiful  tribute  from  the 
Arkansas  Democrat  of  February  15  th 
is  herewith  submitted: 

“Dr.  Clifton  S.  Gray  was  one  of 
Little  Rock’s  most  popular  and  widely 
known  practitioners,  his  speciality 
being  the  eye  and  ear.  As  an  oculist 
and  aurist,  his  reputation  was  state- 
wide, and  he  enjoyed  a most  exten- 
sive and  lucrative  practice. 

Dr.  Gray  was  ambitious,  jealous 
of  his  profession,  and  devoted  to  his 
work,  even  to  the  detriment  of  his 
own  health.”  ■ 


Donald  STEN-TEL® 


Transcription  Services 

24  Hour  automated 
toll  free  system 

Ability  to  dictate  from 
anywhere  at  any  time  using 
a touch  tone  phone. 

• No  special  equipment  needed 

• 24  hour  turnaround  time 

• Custom  formats  available 

• Automated  retrieval  allows 
users  to  download  completed 

jobs  via  modem. 

FOR  MORE 
INFORMATION  CALL 

(501)756-2256 
(888)  438-7836 


Got 

some 

issues 


you'd  like 
to  see 
addressed 
in 

The  Journal? 
call  Natalie 
Gardner  at 
(501)  372-1443 
or  e-mail 

ngardner@abpg.com. 


S E 


1125  Highway  65  North 
Conway,  AR  72032 

Three  level  multi-use  medical  facility.  Four  examination 
rooms  and  a procedure  room,  business  office,  lab,  and  other 
ancillary  facilities.  Additionally,  at  the  northeastern  end  of  the 
building  is  a separate  entrance  and  waiting  room  for  a fully 
equipped  emergency  room.  This  area  is  designed  for  workers 
compensation  med  testing  and  treatment.  Includes  five  examina- 
tion rooms  an  x-ray  room,  and  a whirlpool  room  for  physical 
therapy.  This  property  has  a large  parking  lot  that  is  well  lighted 
for  safety  and  handicap  accessible. 

Main  Level  Medical  Clinic  4,743  sq.  ft. 

Upstairs  Physicians  Lounge  1,146  sq.  ft. 

Garage  and  Storage  1 ,242  sq.  ft. 

Total  7,131  sq.ft. 

For  more  information  contact: 


Mike  Fendley/ J.D.  Ashley,  Sr. 

501  -758-9492 
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SPECIAL  REPORT 


Collective  Bargaining  is  AMA’s 
Answer  to  Managed  Care  Woes 

By  Natalie  Gardner 


Dr.  Bill  Jones  would  rather  the  AMA  take  a wait-and-see 
approach  to  patient  rights  legislation. 


The  American  Medical  Association’s  vote  last  month 
to  form  a collective  bargaining  unit  to  battle  man- 
aged care  is  a strong  move,  but  will  affect  only  a small 
percentage  of  the  country’s  doctors  unless  Congress 
votes  to  reform  federal  antitrust  law  to  allow  self-employed 
physicians  to  form  collective  bargaining  units. 

The  AMA’s  decision  to  create  a negotiating  unit  for 
physicians  is  a symbolic  statement  against  managed  care 
by  the  152-year-old  conservative  professional  group.  But 
as  it  stands  now,  these  collective  bargaining  units  can 
represent  only  the  108,000  post-resident  physicians  who 
are  salaried  employees,  as  well  as  residents.  Salaried  doc- 
tors and  residents  represent  about  one-third  of  the 
nation’s  620,000  practicing  physicians. 

Arkansas  delegates  to  the  AMA’s  494-member  House 
of  Delegates  include  Dr.  Bill  Jones,  a dermatologist  in 
Little  Rock;  Dr.  John  Burge,  a general  surgeon  in  Lake 
Village;  and  Dr.  Larry  Lawson,  a general  surgeon  in 
Paragould.  All  three  delegates  voted  against  the  forma- 
tion of  AMA  collective  bargaining  units. 

On  the  day  before  the  AMA’s  June  23  vote  to  form 
the  units,  a House  Judiciary  Committee  held  a hearing 
to  debate  the  Quality  Health  Care  Coalition  Act  of  1999, 
also  known  as  the  Campbell  Bill,  an  act  to  allow  self-em- 
ployed physicians  to  join  together  to  negotiate  with  health 
plans.  Current  law  does  not  allow  self-employed  physicians 
to  discuss  fees  with  other  doctors. 

The  resolution  would  allow  private-practice  physicians 
to  engage  in  joint  negotiations  with  health  plans  but  would 
not  allow  strikes  and  would  not  require  physicians  to  ne- 
gotiate through  a labor  union.  AMA  leaders  said  its  col- 
lective bargaining  units  will  not  be  traditional  labor  unions 
and  will  never  strike,  compromising  patient  care. 

“This  is  not  for  all  physicians,”  said  Dr.  Randolph  D. 
Smoak  Jr.,  chairman  of  the  American  Medical  Associa- 
tion, in  a released  statement.  “This  will  not  be  a tradi- 
tional labor  union.  Your  doctors  will  not  strike  or  endan- 
ger patient  care.  We  will  follow  the  principles  of  medical 
ethics  every  step  of  the  way.” 


"This  will  not  be  a traditional  labor  union.  Your  doctors  will  not  strike  or  endanger  patient 
care.  We  will  follow  the  principles  of  medical  ethics  every  step  of  the  way.” 

— Dr.  Randolph  D.  Smoak  Jr.,  AMA 
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Battles  with  Managed  Care 

Doctors  with  the  AMA  said  the 
need  for  collective  bargaining  is  due 
to  patient  care  being  neglected  by 
managed  care  entities  for  the  sake  of 
profits.  The  constant  battles  between 
health  plans  and  physicians  about  the 
treatment  of  patients  has  gone  on  too 
long,  they  said. 

“I  deal  with  managed  care  organi- 
zations  on  a daily  basis,”  said  Dr.  Burge, 
an  Arkansas  delegate  to  the  AMA. 
“They  are  making  medical  decisions 
without  any  background  to  do  that.  We 
had  no  bargaining  power  with  man- 
aged care;  we  needed  the  ability  to  ne- 
gotiate with  these  companies.” 

Dr.  Burge  voted  against  the  forma- 
tion of  the  negotiating  units  because 
he  felt  the  vote  would  have  a negative 
affect  on  the  Campbell  Bill’s  chances 
in  Congress. 

“It’s  not  that  I don’t  feel  we  need 
collective  bargaining  units,”  he  said. 
“But  at  the  same  time  the  Campbell 
Bill  was  in  committee  and  I could  fore- 
see our  vote  affecting  the  bill’s  chances. 
I also  don’t  relish  the  idea  of  being 
called  a union.” 

Professional  Image 

Dr.  Bill  Jones,  another  Arkansas 
delegate  to  the  AMA,  said  he  voted 
against  collective  bargaining  units  be- 
cause of  what  it  might  do  to  the  pro- 
fessional group’s  image. 

“The  whole  thing  demeans  the 
medical  profession,”  he  said.  “We  are 
not  a trade  organization;  we’re  a profes- 
sional group.  Is  it  worth  the  loss  of  pub- 
lic esteem  of  the  medical  profession 
when  it  can  only  affect  a small  percent- 
age of  physicians  in  the  country?” 

Many  physicians,  including  Dr. 
Jones,  feel  the  AMA  should  wait  and 
see  what  happens  with  the  patient 
rights  legislation  currently  being  de- 
bated in  Congress  to  solve  many  of  the 
problems  they  have  with  managed 
care. 

“I  would  have  rather  seen  us  do 
nothing,  and  let  this  play  out,”  Dr. 
Jones  said.  “Patients  are  on  our  side, 
and  they’re  going  to  push  this  thing 
to  more  reasonable  care  for  patients. 


We  need  to  concentrate  on  chang- 
ing some  of  the  law.” 

Officials  with  Arkansas’  health 
plans  disagree  that  the  AMA’s  collec- 
tive bargaining  units  will  help  increase 
patient  quality.  They  say  the  units  just 
mean  higher  premiums  for  patients. 

“If  reimbursement  to  doctors  goes 
up,  there  will  be  an  increase  to  the  pre- 
mium dollar,”  said  Rob  Herndon,  CEO 
of  United  Healthcare.  “If  they  form  a 
union  and  don’t  force  an  increase  in 
cost,  then  the  cost  of  insurance  won’t 
increase.” 

Health  plan  officials  contend  a phy- 
sician union  would  have  little  to  do  with 
health  coverage;  that  falls  under 
employer’s  decisions. 

“Employers  buy  the  benefit  pack- 
ages,” Herndon  said.  “We  negotiate 
with  the  employers,  not  the  doctors  on 
coverage.” 

Arkansas  Blue  Cross  and  Blue 
Shield  officials  said  they  are  confident 
their  current  medical  policy  meets  phy- 
sician standards,  and  they  foresee  no 
problems  with  the  AMA’s  decision. 

“Our  medical  policy  is  developed  af- 
ter consultations  by  medical  manage- 
ment groups  comprised  of  practicing 
physicians,”  said  Max  Heuer,  spokes- 
woman for  Blue  Cross  and  Blue  Shield. 
“We  align  ourselves  with  those  who  are 
practicing  quality  medicine.  With  con- 
sultation and  cooperation,  the  most  ef- 
ficient medical  treatment  can  be  estab- 
lished.” 

The  AMA’s  surprising  decision  to 
form  physician  unions  is  not  just  a cry 
against  managed  care,  members  said,  but 
a response  to  many  younger  physicians’ 
problems  with  the  state  of  medicine. 

Over  the  past  years,  the  AMA  has 
declined  in  membership,  struggling  to 
gain  new  younger  members.  Many  of 
these  younger  physicians  are  on  salary, 
a stark  contrast  to  many  of  the  AMA’s 
older  self-employed  members. 

“These  younger  physicians  and 
residents  have  to  have  a need  to  be- 
long to  the  AMA,”  Dr.  Jones  said.  “If 
the  AMA  can’t  offer  them  a collective 
bargaining  unit  and  come  down  to  the 
hospitals  to  help,  they  won’t  see  any 
relevancy  in  AMA  benefits.” 


And  residents  face  a whole  new  set 
of  problems  that  the  AMA  is  realizing 
must  be  addressed.  Although  residents 
expect  low  pay,  many  are  overworked 
and  aren’t  getting  the  supervision  they 
need  to  practice  safe  medicine,  said 
Sandra  Marchese  Johnson,  a dermatol- 
ogy resident  at  the  University  of  Arkan- 
sas for  Medical  Sciences. 

Johnson  attended  the  two  previ- 
ous AMA  meetings  before  last  June’s 
meeting  and  listened  to  residents’  con- 
cerns. 

“They  are  overworked,  they  don’t 
have  health  care  benefits,  and  some 
don’t  have  the  support  they  need  from 
attending  physicians,”  she  said.  “They 
are  having  to  act  as  a physician,  but 
they  don’t  have  the  experience.” 

This  is  where  collective  bargain- 
ing units  can  help  these  residents, 
Johnson  said.  At  UAMS,  dermatol- 
ogy residents  don’t  have  these  prob- 
lems, but  residents  in  surgery  and  in- 
ternal medicine  are  struggling  with 
many  of  these  situations. 

“I’m  not  dealing  with  these  prob- 
lems myself,  but  I see  them  all  around 
me,”  she  said.  “Many  residents  are  un- 
happy, and  it’s  nice  to  know  there’s 
someone  on  your  side.  When  you’re 
working  30  hours  straight,  you  can’t 
give  good  patient  care.” 

Antitrust  Relief 

Although  residents  will  be  assisted 
through  the  AMA’s  negotiating  units, 
possibly  by  next  month,  self-employed 
physician  members  will  spend  their  time 
lobbying  Congress  for  antitrust  relief. 

At  the  June  22  House  Judiciary 
Committee  hearing,  officials  with  the 
Justice  Department  and  the  Federal 
Trade  Commission  testified  against 
granting  an  antitrust  exemption  to  self- 
employed  doctors.  They  said  allowing 
self-employed  physicians  to  band  to- 
gether to  negotiate  with  health  plans 
would  result  in  substantially  increased 
fees  for  doctors,  higher  insurance  pre- 
miums for  consumers  and  an  increased 
number  of  uninsured  Americans. 

“The  Commission  continues  to 
believe  that  such  an  exemption  would 
be  bad  medicine  for  consumers,”  tes- 
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tified  Robert  Pitofsky,  chairman  of  the 
Federal  Trade  Commission.  “The  bill’s 
stated  purpose  is  to  promote  the  qual- 
ity of  patient  care.  Collective  bargain- 
ing by  health  care  professionals,  how- 
ever, does  not  ensure  better  care  for 
patients.” 

The  Commission  believes  compe- 
tition among  health  plans  and  health 
care  providers  is  an  important  tool  in 
controlling  costs,  but  AMA  officials  say 
that  is  at  the  cost  of  patient  care. 

Doctors  argue  that  managed  care 
organizations  are  making  medical  de- 
cisions without  physician  consent  and 
overloading  them  with  so  much  pa- 
perwork that  there  is  no  time  to  spend 
with  patients. 

“Allowing  physicians  to  be  an 
effective  counterbalance  to  health 
plans  in  negotiations  over  contrac- 
tual terms  that  directly  affect  pa- 
tient care  will  better  serve  the 
health  care  needs  of  the  American 
public,”  testified  Dr.  E.  Ratcliffe 
Anderson  Jr.,  executive  vice  presi- 


dent and  CEO  of  the  AMA,  at  the 
hearing. 

History  Repeats  Itself 

Although  many  found  the  AMA’s 
decision  to  form  negotiating  units  as 
surprising,  it’s  not  unheard  of  for  pro- 
fessional groups  to  use  collective  bar- 
gaining strategies,  said  Grainger 
Ledbetter,  a labor  education  special- 
ist with  the  University  of  Arkansas  at 
Little  Rock’s  labor  education  program. 

“A  good  example  is  the  teacher’s 
union.  It  was  unheard  of  for  teachers 
to  collectively  bargain  up  until  the 
’60s,”  he  said.  “The  National  Education 
Association  has  an  ongoing  debate 
about  whether  they  are  professionals  or 
a union.  But  the  circumstances  dictated 
that  the  NEA  take  a serious  look  at  col- 
lective bargaining.  So  this  is  not  an 
unusual  debate  about  whether  profes- 
sionals should  pursue  collective  bar- 
gaining.” 

Some  in  the  labor  relations  indus- 
try raised  questions  about  whether  the 


AMA  could  have  any  leverage  with 
health  plans  without  the  ability  to 
strike,  but  Ledbetter  says  many  unions 
don’t  strike. 

“Federal  employees,  nurses, 
firefighters,  all  don’t  strike,”  he  said. 
“They  have  mandatory  mediation  or 
arbitration,  where  the  disagreement  is 
settled  and  it’s  binding.” 

Yet  with  all  the  questions  and  un- 
certainty surrounding  the  AMA’s  de- 
cision to  form  collective  bargaining 
units,  doctors  want  patients  to  under- 
stand that  this  is  the  next  step  in  fight- 
ing for  quality  patient  care.  They  con- 
tend this  is  the  only  way  to  get  health 
plans  to  include  doctors  again  in  medi- 
cal decision  making. 

“Ten  to  15  years  ago  if  you  would 
have  told  me  we  were  going  to  do  this, 
I’d  say  you  were  crazy,”  Dr.  Burge  said. 
“But  we’ve  been  backed  into  a comer, 
and  this  is  the  only  answer.  We’ve  got 
to  be  able  to  have  some  ability  to  ne- 
gotiate with  these  managed  care  orga- 
nizations.” ■ 
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By  Judith  M.  G allman 


Solving  State’s  Health 
Problems  Is  Possible 

New  Director  Pushes  for  Creative  Solutions 


Arkansas  is  a diverse  state  with  vary 
ing  health  problems,  but  among  its 
most  critical  are  teen  pregnancy, 
teen  smoking  and  infant  mortality  and 
morbidity. 

That’s  the  opinion  of  Dr.  Fay 
Boozman,  the  new  director  of  the  Arkan- 
sas Department  of  Health.  Dr.  Boozman, 
52,  of  Rogers,  took  over  the  department 
in  February. 

“It’s  not  so  important  what  we  think; 
it’s  what  they  think,”  Dr.  Boozman  said 
about  Arkansans.  “Every  place  is  differ- 
ent.” 

In  a July  interview  in  his  neat  fifth- 
floor  office  at  the  health  department,  Dr. 
Boozman  discussed  his  views  and  goals 


as  director  toward  the  end  of  his  first  six 
months  on  the  job.  Health  needs  of 
Arkansans  vary  depending  on  the  ge- 
ography and  socioeconomic  climate  of 
the  state,  Dr.  Boozman  said.  In  rural 
and  poor  areas,  for  instance,  the  health 
department  unit  may  be  a county’s  sole 
health  resource.  Such  a community 
may  be  without  clean  water  or  ad- 
equate sewer  systems,  or  women  may 
have  to  travel  long  distances  to  reach 
the  nearest  services  for  delivering  ba- 
bies. 

Health  units  in  larger  counties, 
where  “there  may  be  three  or  four  ma- 
jor hospitals  with  a physician  on  ev- 
ery corner,”  have  a different  role,  Dr. 


Boozman  said.  Their  efforts  might  be 
focused  on  other  issues — identifying 
venereal  diseases  or  AIDS  cases  and 
providing  immunizations  and  drug  and 
alcohol  treatment  programs. 

Dr.  Boozman  plans  to  set  up 
“health  coalitions”  in  each  of  the 
state’s  75  counties  to  best  determine 
each  area’s  specific  needs  and  resources. 
Such  coalitions  will  bring  together  poli- 
ticians and  officials  from  schools,  county 
and  city  governments,  churches,  busi- 
nesses, service  agencies,  higher  educa- 
tion and  elsewhere  in  round-table  dis- 
cussions to  determine  each  county’s 
compatible  resources,  overlaps  and 
unmet  health  needs.  The  talks,  Dr. 


Number  3 


August  1999  • 89 


Boozman  believes,  will  lead  to  creative 
solutions  and  a coordinated,  streamlined 
public  health  delivery  system. 

“We  must  inventory  what  we’ve 
got,”  Dr.  Boozman  said,  predicting  re- 
sources and  overlaps  will  be  greater  than 
anticipated. 

A pilot  program  is  already  under  way 
in  Boone  County.  The  program,  the 
Hometown  Health  Improvement 
Project,  has  brought  40  to  50  commu- 
nity leaders  together  to  discuss  the  area’s 
health  needs  and  health  services,  and 
the  volunteers  are  assessing  those  needs. 
Dr.  Boozman  said  he  is  “very  pleased” 
with  the  cooperative  spirit  of  the  pro- 
gram, which  uses  existing  funding 
sources. 

Other  goals  Dr.  Boozman  has  for  the 
department,  which  employs  3,000  work- 
ers, includes  modernizing  computer  ca- 
pabilities and  technology  as  well  as  de- 
veloping career  pathways  within  the 
department  for  its  professional  employ- 
ees, including  a new  scholarship  pro- 
gram for  employees  to  pursue  environ- 


mental health  studies. 

Strong,  too,  on  his  mind  is  the  fact 
that  children  in  elementary  school  are 
more  overweight  than  ever  before, 
which  bodes  ill  for  their  futures.  In  20 
years,  these  overweight  children  could 
very  well  be  obese  adults  with  diabe- 
tes, and  in  10  more  years  they  may  suf- 
fer heart  attacks,  he  said.  Plans  to  deal 
with  this  growing  problem  include  en- 
couraging exercise  among  these  chil- 
dren with  newly  built  hiking  trails  and 
more  sidewalks.  He  also  believes  physi- 
cal education  should  be  emphasized 
more  in  schools. 

Mixing  Medicine  and  Politics 

An  ophthalmologist  with  pediatrics 
training,  Dr.  Boozman,  a Fort  Smith  na- 
tive, attended  the  University  of  Arkan- 
sas for  Medical  Sciences.  He  ran  a pri- 
vate ophthalmology  clinic  in  Rogers  for 
four  years  then  entered  a group  practice, 
Boozman-Hof  Eye  Clinic,  for  seven 
years,  giving  him  a solid  background  in 
administration.  He  recently  returned  to 


the  classroom  to  pursue  his  master’s  de- 
gree in  public  health  through  Tulane 
University  curriculum  offered  at 
UAMS  and  plans  to  emphasize  envi- 
ronmental health. 

Dr.  Boozman  also  has  a back- 
ground in  politics  and  is  a former  one- 
term  state  senator.  He  also  was  the  Re- 
publican nominee  for  U.S.  Senate,  but 
lost  the  race  to  Blanche  Lincoln. 

The  expertise  as  a state  senator,  he 
said,  gave  him  an  advantage  at  the  1999 
legislative  session  in  that  he  understood 
in  advance  how  the  system  worked  and 
could  act  as  a better  advocate  for  the 
department.  Dr.  Boozman  is  particu- 
larly proud  of  new  legislation  creating 
a new  nurse  home  visitation  program 
for  pregnant  teens  and  unwed  moth- 
ers. The  program  allows  a nurse  to  help 
a young  mother  understand  her  prena- 
tal, perinatal  and  postnatal  health  needs, 
emphasizing  preventing  repeated  preg- 
nancy, working  toward  educational 
achievement,  entering  the  work  force 
and  ensuring  children’s  health. 
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What  studies  show,  Dr.  Boozman 
said,  is  that  such  education  can  reduce 
the  chances  of  the  young  mother  get- 
ting pregnant  again.  Additionally,  the 
education  can  help  women  get  off  wel- 
fare and  into  the  work  force,  and  the 
chances  of  success  improve  for  their 
children. 

“You’re  breaking  the  cycle,”  Dr. 
Boozman  said.  His  hope  is  to  have  the 
program  up  in  four  “pods”  across  the 
state  that  would  employ  four  nurses  who 
each  would  assist  25  young  women.  The 
pods  likely  will  be  in  the  state’s  four  con- 
gressional districts. 

A Grassroots  Initiative 

Dr.  Boozman  said  he  sees  his  role  as 
health  department  director  as  one  of 
facilitator  whose  duty  is  to  enable  health 
professionals  to  get  their  jobs  done. 

“I  don’t  micromanage,”  he  said,  add- 
ing he  has  no  major  changes  planned 
for  the  department.  “1  carry  out  the  pub- 
lic health  policy  that’s  given  to  us  by 
the  Legislature  and  the  governor.  ... 


We’re  not  a policy-making  [entity];  we’re 
a carrying-out  [entity].” 

Dr.  Boozman  replaced  Dr.  Sandra 
Nichols,  who  had  begun  a strategic  plan- 
ning process  for  the  health  department 
known  as  ASPIRE.  Dr.  Boozman  has 
continued  the  internal  evaluation 
project,  which  he  described  as  a 
“grassroots”  employee-support  initiative. 
Dr.  Boozman’s  prioritization  of  the 
department’s  programs,  he  said,  has  co- 
incided with  some  ASPIRE  findings  and 
recommendations. 

Road  to  the  Department 

Dr.  Boozman’s  appointment  as 
health  department  director  was  con- 
troversial. In  initial  interviews,  he  was 
overlooked  in  favor  of  two  other  can- 
didates, but  Gov.  Mike  Huckabee,  a 
Boozman  supporter,  insisted  that  a 
third  candidate  be  added  to  the  list  of 
applicants,  and  Dr.  Boozman’s  name 
was  submitted.  That’s  who  Huckabee 
chose,  calling  Dr.  Boozman  “one  of  the 
most  genuinely  decent  people  who  has 


ever  been  in  public  service.” 

While  campaigning  for  the  U.S. 
Senate,  Dr.  Boozman,  a Baptist  and  out- 
spoken foe  of  abortion  and  abstinence 
proponent,  angered  some  when  he  said 
that  women  rarely  get  pregnant  during 
rape  because  their  bodies  produce  a hor- 
monal shield  as  a result  of  stress  that 
precludes  pregnancy.  He  apologized  for 
the  statement  but  stood  by  his  beliefs. 
As  a state  senator,  he  worked  hard  for  a 
bill  banning  partial-birth  abortions. 

Dr.  Boozman  said  there  is  no  con- 
flict in  his  personal  views  and  public 
health  policy. 

“When  asked,  the  thing  that  I want 
is  [that]  every  policy  is  based  on  scien- 
tific data,”  he  said.  “We  are  scientists. 
We  help  guide  lawmakers.” 

“My  total  commitment  is  to  the 
health  department  and  what  we’re 
doing,”  Dr.  Boozman  said  when  asked 
whether  he  wants  to  return  to  poli- 
tics. “I  had  to  work  through  that  be- 
fore I was  considered  for  this  posi- 
tion.” ■ 
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UAMS  Unit  Charts  Course 
to  Paperless  Office 

By  Natalie  Gardner 

Only  about  5%  of  the  country’s  medical  community  works  within  paperless 
offices,  but  a group  practice  in  Little  Rock  has  made  the  transition  and  is  reaping 
the  benefits. 

There  are  no  medical  files  for  new  patients , prescription  pads  or  an  army  of 
medical  transcriptionists  at  the  department  of  family  and  community  medicine  at 
the  University  of  Arkansas  for  Medical  Sciences . The  department  began  building  a 
true  electronic  medical  records  system  in  1996  with  Logician  software. 


A major  reason  for  the  switch  was  the  lack  of  avail- 
ability  of  charts.  Charts  were  missing  in  action,  ei- 
ther left  on  someone’s  desk  or  piled  under  paper. 
“Before  we  only  had  65  percent  of  the  charts  available,” 
said  Cynthia  Weber,  associate  director  for  clinical  services 
at  the  department.  “Now  100  percent  of  the  charts  are  avail- 
able.” 

The  system  keeps  track  of  a structured  list  of  medica- 
tions, diagnoses  and  allergies.  It  tracks  and  manages  nu- 
meric data  from  the  lab  and  addresses  compliance  issues. 

As  the  physicians  use  exam  room  computers  to  pre- 
scribe drugs,  the  patient’s  medication  list  is  updated.  Once 
in  the  computer,  a paper  copy 
prints  out  down  the  hall  and 
is  signed  by  the  physician  be- 
fore the  patient  leaves. 

“Documenting  the  pre- 
scriptions after  the  fact  is  hard 
to  remember,”  said  Dr.  David 
Nelson,  a family  practice  phy- 
sician with  the  department 
and  a proponent  of  the  EMR 
system.  “The  prescription 
went  out  the  door  with  the  pa- 
tient,  and  the  physician 
couldn’t  remember  correctly  to 
write  his  notes.” 

Even  phone  messages  are 
done  electronically  and,  with 
a click  of  the  mouse,  become 
part  of  a patient’s  record. 

“There  wasn’t  accurate  or 
complete  information  going 
into  patients’  charts,”  Dr. 

Nelson  said.  “An  EMR  system 
forces  you  to  take  a hard  look 
at  what  you  are  doing  and  the  workflow.  You  have  to  ex- 
amine in  detail  the  activities  in  your  clinic.  It  has  saved  us 
a lot  of  trouble.” 

Most  physician  offices,  about  85  percent,  tout  comput- 
erized billing,  but  they  haven’t  taken  the  next  step  toward 
EMRs. 

The  department’s  EMR  system  also  has  saved  the  de- 
partment money.  Many  of  the  jobs  at  the  clinic  have 
changed,  and  Weber  expects  several  of  those  to  be  elimi- 
nated in  a couple  of  years. 

The  clinic  had  a staff  member  who  pulled,  filed  and 
restocked  files.  Now  that  person  manages  records  elec- 
tronically, scanning  necessary  documents,  such  as  refer- 
ral letters  and  lab  reports,  to  put  in  the  EMR. 

Transcription  has  changed  dramatically.  Many  of  the 
physicians,  especially  the  younger  ones,  are  entering  their 
notes  into  the  computer  system.  And  as  the  department 


adds  voice-recognition  programs,  the  need  for  transcrip- 
tionists  will  greatly  decline,  Weber  said. 

The  cost  of  medical  files  has  decreased  from  $ 1 .99  for 
large  files  to  69  cents  for  thin  files  that  hold  documents 
that  can’t  be  scanned  into  the  EMR. 

Patient  confidentiality  also  is  better  with  the  EMR 
system,  Weber  said. 

“With  a medical  record,  it  was  easy  for  anyone,  a cus- 
todian, whoever,  to  pull  a chart,  sit  down  and  read  it,” 
she  said.  “Now  only  certain  people  have  access  to  charts 
and  they  must  use  a password  to  get  to  them.” 

Other  immediate  benefits  include  the  ability  for  doc- 
tors to  log  on  to  Logician 
from  home  when  taking  a 
patient’s  call.  This  allows  the 
physician  to  make  a much 
more  informed  decision  be- 
cause the  patient’s  complete 
record  can  be  immediately 
pulled  up  on  a monitor. 

A New  Workflow 

A patient  in  the  UAMS 
clinic  is  taken  by  a nurse  to 
an  exam  room,  where  the 
patient’s  chart  is  opened  on 
the  computer.  A summary 
sheet,  which  highlights  the 
patient’s  key  information,  is 
printed  out  the  night  before 
for  the  physician. 

The  summary  sheets  first 
were  used  to  serve  as  a 
backup  in  case  the  computer 
system  went  down,  but  the 
clinic’s  physicians  liked  to 
have  a piece  of  paper  for  note-taking  with  them  in  the 
room. 

“Having  those  sheets  is  really  nice,”  said  Dr.  Jamie 
Howard,  medical  director  at  the  clinic.  “You  can  update 
the  problem  list  quickly  without  going  to  the  computer. 
Many  of  us  didn’t  like  the  fact  that  our  backs  were  to  the 
patient  and  we  were  facing  the  computer.  We  can  use  that 
summary  sheet  to  spend  time  with  the  patient  and  take 
notes,  so  the  patient  doesn’t  feel  like  they  are  being  re- 
placed by  a computer  screen.” 

While  many  of  the  physicians  tend  to  write  notes  and 
later  type  them  into  the  computer,  the  system  is  set  up  with 
customized  templates  that  allow  someone  to  simply  point, 
click  and  pull  down  items. 

These  structured  data  fields  are  easy  to  use  when  the 
procedures  are  routine,  but  if  a patient’s  visit  is  complicated, 
notes  are  more  useful. 
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“If  I’m  trying  to  understand  the 
intimate  details  of  a complicated  his- 
tory, I’m  not  typing  into  a computer; 
it’s  distracting  for  me  and  the  patient,” 
Dr.  Nelson  said.  “Later,  when  I’m  en- 
tering the  information,  if  the  history  was 
complicated,  a drop  down,  point  and 
click  form  doesn’t  work;  you  need  the 
freedom  of  prose,  which  the  computer 
allows.” 

Once  notes  are  typed  in  or  dicta- 
tion is  completed,  a physician  must 
open  a patient’s  record  and  sign  off  on 
the  chart  electronically.  Once  this  is 
done,  the  notes  can’t  be  changed. 

With  the  Logician  system,  physi- 
cians also  can  click  on  a button  and 
determine  the  interaction  between  cer- 
tain drugs.  Before  the  EMR  system,  the 
doctors  would  have  to  look  up  this  in- 
formation in  a book  down  the  hall. 

The  system  also  tracks  habits,  diet, 
family  history  and  social  history  and 
keeps  a running  tab  of  risks  for  cer- 
tain diseases  and  illnesses. 


And  a major  benefit  to  physician 
offices  is  the  ability  of  the  software  to 
help  with  Health  Care  Financing  Ad- 
ministration coding.  The  computer 
will  let  physicians  know  if  their  docu- 
mentation is  coded  at  the  right  level 
and  will  detail  what  needs  to  be  in- 
cluded to  move  to  the  next  level. 

“If  you  use  the  system  correctly,  the 
level  of  visit  you  bill  for  is  all  docu- 
mented,” Weber  said.  “On  level  four 
and  five  new  patients,  this  is  really 
helpful.  Some  physicians  feel  un- 
comfortable about  how  they  are 
coding,  and  this  system  really  cuts 
down  on  mistakes  and  helps  make 
physicians  feel  safe  about  an  audit.” 

To  Switch  or  Not  to  Switch 

Dr.  Nelson  warns  that  each  individual 
clinic  has  to  examine  whether  switch- 
ing to  an  EMR  system  is  best.  For  the 
UAMS  clinic,  it  was  a natural  transi- 
tion since  the  clinic  had  a network  of 
computers  with  e-mail  capabilities  for 


doctors  in  the  1980s.  In  1994,  the  clinic 
piloted  a software  program  called 
SOAPware,  which  helped  doctors  pre- 
pare SOAP  notes  electronically. 

“You  have  to  look  at  whether  it’s 
going  to  cost  you  time,  which  is 
money,”  Dr.  Nelson  said.  “If  you  are 
starting  from  a point  of  not  knowing 
what  a mouse  is,  yes,  it’s  going  to  take 
more  time  and  not  be  worth  it.” 

For  the  private  practice  that  is  not 
computer  savvy,  the  first  step  is  putting 
a computer  with  e-mail  and  Internet 
capabilities  on  each  desk.  Let  each 
person  get  comfortable  with  it  on  his 
own  time,  Dr.  Nelson  said. 

“We  had  to  set  initial  guidelines 
— if  they  wanted  to  dictate  notes, 
type  their  own  or  use  the  structural 
clinical  lists,  we  would  support  that, 
but  not  handwritten  stuff,”  Dr. 
Howard  said.  “We  told  physicians  we 
expected  them  to  update  the  prob- 
lem and  medicine  lists  each  time 
they  saw  a patient.”  ■ 


GET  PUBLISHED. . . 


Give  something  back  to  your  profession,  write  an  article  for 
The  Journal  of  the  Arkansas  Medical  Society. 

The  Journal  needs  your  thoughts  and  ideas.  So  why  not  consider 
putting  your  expertise  and  experience  on  paper? 

The  Arkansas  Medical  Society  is  a statewide  organization  that  represents  all 
physicians,  regardless  of  location  or  type  of  practice.  The  result  is  a state- 
wide network  united  for  the  common  good  of  the  medical  profession.  The 
staff  of  the  Arkansas  Medical  Society  provides  members  with  the  best  infor- 
mation and  services  available. 

For  information  about  submitting 
an  article  to  The  Journal  of  the  Arkansas  Medical  Society, 
call  Judy  Hicks  at  501  -224-8967  or  1 -800-542-1 058. 
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History 

This  83 'year-old  male  presented  with  a two-day  history  of  nausea  and  vomiting.  His  initial  acute  abdomen  series  was 
suggestive  of  an  ileus.  His  white  blood  count  was  22,000.  On  day  two  he  developed  a low-grade  fever  (99.9°)  and  his 
white  count  increased  to  33,000.  A repeat  supine  and  left  lateral  decubitus  abdomen  were  performed  (Figures  1 and  2). 

Diagnosis 

Emphysematous  cholecystitis 

Findings 

The  plain  films  reveal  an  air  fluid  level  in  the  gallbladder  as  well  as  air  in  the  gallbladder  wall,  best  demonstrated  on 
the  lateral  decubitus  view.  The  lumenal  gas  has  a characteristic  pear  shape  on  the  supine  view.  A limited  CT  scan  (Figure 
3)  was  obtained  and  confirms  these  findings. 


Figure  1.  Supine  abdomen 


Figure  2.  Left  lateral  decubitus  abdomen 
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Discussion 

Emphysematous  cholecystitis  is  a complication  of  acute  chole- 
cystitis characterized  by  air  in  the  wall  or  lumen  of  the  gallbladder. 
In  20%  of  cases  air  is  present  in  the  biliary  tree.  There  is  usually 
obstruction  of  the  cystic  duct  followed  by  ischemia  and  bacterial 
overgrowth  of  clostridium.  This  complication  is  much  more  com- 
mon in  men  (5:1)  and  diabetics  (30%).  Gallstones  are  absent  in 
50%  of  cases.  Patients  often  present  with  mild  clinical  symptoms  in 
this  disease,  hut  the  risk  of  gallbladder  perforation  is  five  times  as 
great  as  other  types  of  acute  cholecystitis. 

Gas  in  a duodenal  diverticulum,  an  obstructed  duodenal  bulb 
and  right  upper  quadrant  abscesses  can  simulate  gas  in  the  gallblad- 
der. CT  is  definitive.  ■ 
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Figure  3:  Noncontrast  CT  through  the  gallbladder 
fossa 


HEALTHY 
WEALTHY 
& WISE. 


Financial 
strategies 
specifically  for 
physicians. 


At  Hutchinson/Ifrah, 
we  understand  the  issues 
that  put  a physician’s  practice 
and  personal  assets  at  risk. 
But  our  idea  of  being  healthy, 
wealthy  and  wise  is  more  than 
simply  saving  on  taxes  and 
protecting  your  assets, 
it’s  about  maximizing  your 
investment  potential  and 
planning  for  a tax-free 
retirement.  Give  us  a call  at 
501/223-9190  and  let  us  show 
you  how  we  can  help  physicians 
achieve  a healthy  bottom  line. 


Hutchinson/Ifrah 
Financial  Services,  Inc. 


WE  REALIZE  YOUR  POTENTIAL. 

12511  Cantrell  Road  • Uttle  Rock,  Arkansas  72223 
(501)  223-9190  ■ 800-635-9985 


96  • The  Journal 


Volume  96 


SPECIAL  ARTICLE 


Drowning  Among  Personal  Watercraft  Passengers: 
The  Ability  of  Personal  Flotation  Devices  to 
Preserve  Life  on  Arkansas  Waterways,  1 994-1997 


Chester  S.  Jones,  Ph.D 


Personal  flotation  devices  (PFD)  are  promoted  and  in  many  states  are  required  for  safe  boating 
practices  and  to  prevent  drowning.  Primary  use  of  PFDs  is  associated  with  water  sports  (water  skiing, 
tubing,  etc.) , boating  and  other  water  activities.  Their  purpose  is  to  preserve  life  and  prevent  drowning. 
However,  their  effectiveness  to  prevent  drowning  and  near'drowning  has  not  been  well  estab' 
lished.  The  purpose  of  this  investigation  was  to  determine  the  effectiveness  of  PFDs  to  prevent 
drowning  and  near'drowning  of  individuals  involved  in  personal  watercraft  (PWC)  crashes.  Methods 
include  the  48'month  collection  of  PWC  crash  data  from  the  Arkansas  Game  and  Fish  Commission 
for  1 994'  1 997 . Information  on  PFD  use,  swimming  experience , whether  passengers  were  ejected 
from  the  watercraft  and  crash  cause  was  queried.  Results  show  that  38%  were  not  swimmers,  98% 
wore  a PFD  and  54%  were  ejected  from  the  PWC.  Alcohol  was  a causal  factor  in  six  crashes  and 
one  death. 

It  is  estimated  that  PFDs  saved  38  Arkansans  who  could  have  drowned.  This  study  highlights 
one  example  of  the  effectiveness  of  PFDs  to  prevent  mortality  and  morbidity. 


Introduction 

Boating  is  the  most  popular  sports  ac- 
tivity in  the  United  States,  with  almost 
25  million  participants.1  However,  there 
are  many  risks  for  injury  and  death.  In 
1996,  there  were  709  boating-related  fa- 
talities.2 More  than  70%  of  the  fatali- 
ties were  caused  by  drowning.  Yet,  many 
of  these  may  have  been  prevented  if 
PFDs  were  worn.  In  boat-related 
drownings,  88%  did  not  wear  a PFD. 
Currently,  46  states  mandate  or  have 
policies  regarding  the  use  of  PFDs  un- 
der certain  conditions.3  Studies  have  in- 
vestigated the  reliability  of  PFDs  to  keep 
people  afloat.4'6 

However,  information  on  the  effec- 
tiveness of  PFDs  to  prevent  drowning 
and  near-drowning  is  limited.  This  is  due 
to  ( 1 ) the  rare  incidence  of  drowning,  (2) 
the  low  usage  of  PFDs  and  (3)  ethics  and 
difficulties  of  conducting  studies  where 
the  outcome  is  either  death  or  no  injury. 
Alternatively,  to  consider  the  effective- 
ness of  PFDs  to  prevent  drowning,  the  ab- 
sence or  presence  of  other  risk  factors 
should  be  considered.  These  are:  ( 1 ) ejec- 
tion from  the  PWC,  (2)  swimming  abil- 


TABLE 1 . Demographics  of  PWC  crash 
victims  by  seat  position  (operator/rider), 
Arkansas  1994-1997 


Operators  (n=1 86)  Rider  (n=60) 


Characteristic 

No.  (%) 

No.  (%) 

Age* 

1-12 

15  (8) 

14  (25) 

13-18 

61  (34) 

28  (50) 

19-33 

66  (37) 

11  (20) 

34-55 

35  (19) 

2 (4) 

56  and  up 

3 (2) 

1 (2) 

Gender* 

Male 

139  (76) 

19  (33) 

Female 

45  (25) 

38  (67) 

Swimmer  (29  missing) 

Yes 

96  (60) 

37  (69) 

No 

65  (40) 

17  (31) 

Ejected 

Yes 

96  (53) 

33  (58) 

No 

87  (47) 

24  (42) 

Wore  a PFD  (2  missing) 

Yes 

181  (98) 

56  (98) 

No 

4 (2) 

1 (2) 

Injured 

Yes 

72  (39) 

30  (53) 

No 

114  (61) 

27  (47) 

*pc05 

ity,  (3)  alcohol  involvement,  (4)  boating 
education  and  safety,  (5)  risk-seeking  be- 
havior and  (6)  adult  supervision.7'9  When 
looking  at  a combination  of  the  risks,  the 


probability  of  drowning  likely  will  in- 
crease. Therefore,  research  is  required  to 
establish  how  effective  PFDs  are  at  pre- 
serving life  and  preventing  drowning  and 
near-  drowning. 

No  national  estimates  are  available 
on  the  percentage  of  boat  passengers  who 
use  PFDs.  However,  use  among  passen- 
gers on  PWC  (i.e.  Jet  Skis)  can  be  very 
high.  This  may  be  attributed  to  the  in- 
herent risk  of  being  ejected,  the  stabil- 
ity of  the  watercraft  or  state  policies  re- 
garding PFD  usage.  Currently  50  states 
require  the  use  of  PFDs  for  all  PWC  op- 
erators and  passengers.3  Studies  have  not 
indicated  drowning  as  a major  cause  of 
fatalities  in  PWC-related  injury.10'15  This 
is  in  contrast  with  other  boat  types  that 
have  drowning  rates  from  70%  to  100%. 
Since  PWC  passengers  have  a high  rate 
of  PFD  usage  and  a high  risk  for  submer- 
sion, this  may  provide  documentation  on 
the  ability  of  PFDs  to  prevent  drowning 
and  near-drowning.  This  study  uses  data 
from  PWC  crashes  to  make  estimates  on 
the  ability  of  PFDs  to  preserve  life  and 
prevent  drowning  and  near-drowning. 
The  purpose  of  this  study  was  to  identify 
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risks  for  drowning  and  provide  estimates 
on  the  number  of  Arkansans  potentially 
saved  from  drowning  among  PWC  pas- 
sengers involved  in  crashes. 

Methods 

To  describe  the  use  of  PFDs  and  inju- 
ries associated  with  PWC  crashes,  boating 
crash  reports  provided  by  the  Arkansas  State 
Game  and  Fish  Commission  from  1994- 
1997  were  collected  and  analyzed.  By  state 
law,  all  boating  crashes  involving  a fatality 
or  $100  or  more  in  personal  property  dam- 
age must  be  reported  to  the  Arkansas  State 
Game  and  Fish  Commission.  The  crash  re- 
ports are  collected  by  boating  accident  in- 
vestigators certified  through  the  U.S.  Coast 
Guard.  Most  data  is  collected  through  per- 
sonal interviews  with  the  crash  victims. 

The  measures  obtained  through  per- 
sonal interviews  were:  the  victims’  swim- 
ming ability,  ejection  from  the  personal 
watercraft,  PFD  usage,  and  boating  edu- 
cation and  safety  training.  The  use  of  al- 
cohol and  the  type  of  risky  behavior  were 
recorded  by  the  interviewer  during  the 
crash  investigation.  Adult  supervision  was 
defined  in  this  study  as  a person  over  the 
age  of  21  who  was  in  control  of  a PWC 
during  the  time  of  the  crash. 

Results 

There  were  108  reports  of  PWC-re- 
lated  crashes  or  incidents  involving  fatali- 
ties from  May  1994-October  1997  on  Ar- 
kansas waterways.  Of  these,  76  were  boat- 
to-boat  collisions  and  10  were  boat-to-ob- 
ject  crashes.  More  than  half  of  all  reports 
(56%)  were  collisions  between  two  PWCs. 
A total  of  245  passengers  were  involved  in 
the  incidents.  Demographics  and  victim 
characteristics  by  seat  position  are  shown 
in  Table  1. 

Considering  risk  factors  for  drowning, 
most  passengers  wore  a PFD  (98%),  were 
swimmers  (62%),  had  no  boating  educa- 
tion (95%),  no  adult  supervision  (94%), 
no  alcohol  involvement  (97%)  and  all  but 
two  crashes  were  caused  by  risky  behav- 
iors with  PWC. 

For  victims  who  were  submerged  into 
the  water  by  being  ejected  — those  most 
at  risk  — 97%  were  wearing  PFDs,  30% 
were  nonswimmers,  93%  had  no  boating 
education,  52%  were  18  years  of  age  or 


younger  and  58%  had  reported  an  injury. 
There  were  three  cases  that  were  attributed 
to  alcohol.  Of  the  six  risk  factors,  there  were 
38  who  had  only  the  protective  factor  of 
PFD  use. 

There  were  five  PWC-related  deaths 
for  the  study  years.  Four  of  those  involved 
passengers.  One  death  was  identified  as  a 
diver  who  was  fatally  struck  in  the  head 
by  a PWC.  Among  the  other  four  fatali- 
ties, there  were  two  drownings  and  two 
fatalities  from  head  trauma  following  im- 
pact from  another  boat.  Of  those  who 
drowned,  both  were  swimmers  and  did 
not  wear  PFDs.  Alcohol  was  a contribut- 
ing factor  in  one  of  the  drownings.  The 
other  drowning  did  not  involve  a PWC 
crash.  The  victim  was  swimming  inten- 
tionally after  stopping  the  PWC  in  the 
middle  of  a lake.  There  was  one  14-year- 
old  male  survivor  of  a crash  who  did  not 
wear  a PFD,  was  a non  swimmer  and  was 
ejected.  He  was  rescued  by  his  father  in 
another  PWC. 

Discussion 

Drowning  is  a primary  cause  of  mor- 
tality in  boat-related  injury.  A major 
risk  factor  for  boat-related  drowning  is 
the  lack  of  drowning-prevention  mea- 
sures, especially  PFDs.  However,  PWC 
passengers  have  a lower  percentage  of 
drowning  deaths  when  compared  with 
other  boat  types.  One  reason  points  to 
the  higher  usage  of  PFDs.  This  study 
provides  limited  data  on  the  ability  of 
PFDs  to  preserve  life  and  prevent 
drowning  or  near-drowning  among 
PWC  passengers. 

In  38  cases,  the  only  identifiable 
protective  factor  was  the  use  of  PFDs. 
This  would  estimate  that  10  Arkansans 
are  saved  from  premature  mortality  or 
life-long  disability  from  near-drowning 
each  year.  Health  professionals,  educa- 
tors, physicians  and  water-safety  person- 
nel should  instruct  clients  and  water  en- 
thusiasts on  the  advantages  and  benefits 
of  PFDs  in  any  water  activity.  ■ 
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LOSS  PREVENTION 


Routine  Procedure, 
Bad  Outcome 

J.  Kelley  Avery,  MD 


A 69-year-old  man  with  a history  of  elective 
surgical  repair  of  an  aortic  aneurism  about  10 
years  before  had  complained  of  a nonproductive 
cough  for  three  months.  The  cough  was  worse 
on  mild  to  moderate  exertion,  but  in  the  past 
few  weeks  had  become  progressively  bothersome 
at  night,  preventing  sleep.  There  was  no  history 
of  hemoptysis.  The  patient  had  seen  his  primary 
care  physician  for  this  complaint  about  a month 
after  it  started. 

There  had  been  no  unusual  ex- 
posure to  environmental  irritants  in 
the  recent  past,  and  he  denied  any 
hemoptysis.  He  had  not  suffered 
from  allergies  in  the  past,  and  al- 
though he  had  been  a moderate 
smoker,  he  denied  having  smoked 
for  the  past  30  to  40  years.  The 
physical  examination  was  not 
revealing,  and  the  chest  X-ray 
taken  in  his  doctor’s  office 
showed  only  some  in- 
crease in  the  broncho- 
vascular  markings  in 
both  lower  lung  fields. 

Despite  symptomatic 
treatment  for  the  cough,  it  did 
not  improve  and,  on  the  advice  of  his 
doctor,  the  patient  agreed  to  an  appoint- 
ment with  a pulmonologist  for  evaluation.  At  the 
time  of  the  consultation,  the  specialist  and  the 
primary  care  physician  agreed  that  a diagnostic 
bronchoscopic  examination  was  indicated. 

The  patient  arrived  at  the  outpatient  endos- 
copy center,  having  fasted  for  six  hours  as  in- 
structed, with  a temperature  98.8°F,  pulse  74/min 
and  regular,  respirations  18/min  and  blood  pres- 
sure 124/74  mm  Hg.  The  heart  was  normal  to 
auscultation,  and  no  murmurs  or  arrhythmias 
were  detected.  The  chest  and  the  abdomen  were 
within  normal  limits.  After  the  procedure  was 
explained,  the  patient  signed  a standard  informed 
consent  document. 

According  to  standing  orders,  at  12:15  p.m. 
the  nurse  administered  100  mg  Demerol  and 


0.4mg  atropine  as  preprocedure  preparation.  The 
patient  was  connected  to  a cardiac  monitor  that 
showed  a normal  sinus  rhythm.  A pulse  oxime- 
ter on  the  patient’s  finger  showed  the  02  satura- 
tion at  94%  on  breathing  room  air.  According  to 
standing  orders,  at  12:25  p.m.  the  nurse  admin- 
istered a 4%  Xylocaine  gargle  in  15  cc  of  water, 
followed  immediately  by  15  cc  of  a 10% 
Xylocaine  spray.  (This  was  later  changed  and  cor- 
rected to  reflect  that  10%  Xylocaine  spray  of  60 
mg  had  been  used,  “due  the  rush  to 
complete  the  chart.”)  At  12:45 
p.m.,  5 cc  of  2%  viscous 
Xylocaine  was  adminis- 
tered nasally.  An  IV  of 
D5W  in  0.5%  normal 
saline  was  started,  and 
the  patient  made  ready 
for  the  procedure  to  be- 
fln. 

The  nursing  record 
states,  “Procedure  not 
done.  Code  called  due  to  sei- 
zures, and  bradycardia  at  1 p.m. 
Patient  transferred  to  hospital  at 
1:50  p.m.”  In  a typed  record,  the 
following  appears,  “At  1 p.m.  the  at- 
tending nurse  was  called  to  the  room, 
the  patient  having  been  found  by  the  LPN 
to  have  a monitored  cardiac  rhythm  of  41.  On 
stimulation  the  pulse  responded  hack  into  the 
70s,  hut  immediately  fell  to  the  40  range  again. 
Seizure  activity  began.  The  attending  physician 
and  his  attending  nurse  were  called.  The  LPN 
turned  the  patient  on  his  side  as  seizure  activity 
continued.  The  patient  became  cyanotic  and 
breathing  stopped.  Another  physician  attempted 
to  intubate  the  patient  and  was  unsuccessful.  A 
pulmonologist  responded  to  the  code  and  intu- 
bated the  patient.  The  resuscitation  succeeded 
in  restoring  respiration  and  the  cardiac  rhythm 
remained  in  the  70s  on  02,  via  an  ambu-bag  while 
the  patient  was  being  moved  to  the  hospital.” 
Shortly  after  arrival  in  the  hospital  the  patient 
went  into  ventricular  tachycardia  and  was  resus- 
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citated  again.  In  the  hospital  a blood 
level  of  Lidocaine  was  found  to  be 
23.8  fig.  According  to  the  PDR,  a 
blood  level  of  above  6 |Ig  is  consid- 
ered to  be  at  the  low  end  of  the  toxic 
range. 

This  catastrophe  was  followed  by 
a long  (months)  hospitalization  dur- 
ing which  he  was  ventilator-depen- 
dent for  weeks.  He  was  finally  able  to 
be  extubated,  and  was  transferred  to 
a long-term  care  facility  with  severe 
cerebral  damage.  In  the  weeks  and 
months  that  followed,  much  improve- 
ment occurred  and  the  patient  had 
become  able  to  perform  most  of  the 
functions  of  daily  living.  He  was  able 
to  go  to  his  home,  hut  a significant 
memory  defect  remained. 

A lawsuit  was  filed  before  the  pa- 
tient was  moved  to  the  long-term 
care  facility,  charging  the  attending 
physician  and  his  group  with  negli- 
gence in  failing  to  follow  the  exist- 
ing protocol  relative  to  the  adminis- 
tration of  Lidocaine,  failure  to  prop- 
erly monitor  the  administration  of 
the  medication,  failure  to  properly 
attend  the  patient  after  the  admin- 
istration of  the  medication  and  caus- 
ing the  injury  that  resulted  in  severe 
brain  damage. 

Loss  Prevention  Comments 

As  in  most  medical  malpractice 
cases  there  was  a constellation  of 
events  that,  when  put  together,  fur- 
nished the  basis  for  the  legal  action. 
The  plaintiff  patient  acted  against 
the  physician  and  the  group  in  which 
he  practiced.  The  nurse  who  was  em- 
ployed by  the  group  had  been  only 
recently  hired,  and  it  was  learned  on 
deposition  that  she  had  received 
minimal  instruction  in  preparing  pa- 
tients for  the  hronchoscopic  proce- 
dure. She  stated  that  she  had  ob- 
served only  two  or  three  patients  be- 
ing prepared  for  it.  There  had  been 
other  complaints  from  members  of 
the  group  about  her  performance  in 
other  areas  of  responsibility.  It  was 
learned  that  in  this  instance,  after 
administering  the  Xylocaine  in  its 
various  forms,  she  stepped  out  of  the 


room  for  a smoke,  leaving 
the  patient  unattended. 

She  was  terminated 
shortly  after  this  event. 

The  outpatient  record 
was  inadequate  to  de- 
scribe the  entire  process 
of  preparation,  which  did 
not  totally  follow  the  ex- 
isting protocol,  particu- 
larly in  respect  to  the 
need  for  close  observa- 
tion following  the  admin- 
istration of  Xylocaine 
and  the  requirement  of 
physician  supervision 
during  the  preparation 
process. 

From  the  existing 
record,  it  was  argued  that 
neither  the  nurse  nor  the 
attending  physician  was 
immediately  available 
when  the  patient  developed  bradycar- 
dia and,  subsequently,  seizure  activ- 
ity. Another  pulmonologist  and 
group  nurse  responded  to  the  emer- 
gency. A third  group  physician  at- 
tempted to  intubate  the  patient  but 
failed.  The  responding  pulmonologist 
was  quickly  successful  in  getting  an 
airway  established.  The  IV  was 
started,  and  the  patient  was  quickly 
transferred  to  the  hospital.  The  record 
did  not  estimate  the  time  during 
which  the  patient  was  without  ad- 
equate ventilation.  The  transfer  to  the 
hospital  took  only  a matter  of  minutes, 
since  the  group’s  endoscopic  center 
was  on  a floor  of  the  physician’s  office 
building  that  had  direct  access  to  the 
hospital  itself. 

From  the  patient’s  perspective, 
what  had  been  described  as  a routine 
and  relatively  simple  procedure  be- 
came a life-threatening  emergency  ne- 
cessitating a prolonged  recovery  in  the 
hospital,  the  long-term  care  facility 
and  at  home.  Although  the  patient  re- 
covered remarkably,  a significant 
memory  deficit  persisted. 

The  lessons  to  be  learned  in  this 
case  involve  systems  of  care  in  the  out- 
patient arena  and  the  physician’s  fa- 
cility — systems  that  were  never  prop- 


erly in  place  or  were  not 
followed.  In  this  instance: 

( 1 ) Although  a protocol  did 
exist,  it  was  not  thought  to 
be  adequate  by  experts  re- 
viewing the  case,  and  (2)  in 
addition,  it  was  not  fol- 
lowed: (3)  The  nurse  as- 
signed to  the  preparation  of 
the  patient  had  not  been 
adequately  trained  in  the 
first  place  and  had  been  the 
subject  of  complaints  by 
other  members  of  the  nurs- 
ing staff  because  of  her  ob- 
served unprofessional  be- 
havior. This  had  not  been 
addressed  by  the  manage- 
ment of  the  group.  The 
other  common  sense  re- 
quirements and  expecta- 
tions of  (4)  close  observa- 
tion and  (5)  physician  su- 
pervision were  not  observed  by  either 
the  nurse  or  the  physician.  From  the 
outpatient  record,  the  exact  dose  of 
Xylocaine  administered  could  not  be 
established,  but  the  blood  level  of  the 
drug  of  23.8  jig  reported  in  the  hospi- 
tal at  least  an  hour  after  the  prepara- 
tion of  the  patient  could  not  be  ex- 
plained except  hy  the  patient  receiv- 
ing too  much  of  the  drug. 

In  the  preparation  of  this  case,  no 
experts  could  he  found  who  would  state 
that  the  expected  standard  of  care  was 
followed.  A large  settlement  was  re- 
quired to  close  the  legal  action.  ■ 

The  case  of  the  month  is  taken  from 
actual  Tennessee  closed  claims.  An  at- 
tempt is  made  to  fictionalize  the  material 
in  order  to  make  it  difficult  to  identify.  If 
you  recognize  your  own  case,  please  be 
assured  that  it  is  presented  solely  for  the 
purpose  of  emphasizing  the  issues  pre- 
sented. 

Dr.  A very  is  a member  of  the  Loss 
Prevention  Committee , State  Volunteer 
Mutual  Insurance  Co.,  Brentwood, 
Tenn.  This  article  appeared  in  the  Jour- 
nal of  the  Tennessee  Medical  Asso- 
ciation in  July  1 998.  It  is  reprinted  with 
permission. 
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Tuberculosis  Rises 
in  Homeless  Shelters 

Kashef  Ijaz,  MD,  MPH 
Joseph  H.  Bates,  MD,  MACP 
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Tuberculosis  (TB)  is  an  infectious  dis- 
ease caused  by  M. tuberculosis  and  trans- 
mitted through  air  in  the  form  of  small 
droplets  when  an  infectious  TB  patient 
speaks,  sneezes  or  coughs.  TB  can  be  trans- 
mitted in  various  settings  ranging  from 
normal  households,  churches,  bars,  trains 
and  airplanes  to  high-risk  facilities  such  as 
prisons,  jails,  drug  treatment  centers,  nurs- 
ing homes  and  homeless  shelters. 

In  the  high-risk  facilities,  TB  can  go 
undetected  allowing  transmission  of  TB 
infection,  which  can  result  in  new  cases  of 
active  TB.  In  Arkansas,  we  have  had  ex- 
cellent TB  control,  but  despite  an  aggres- 
sive program  in  the  state,  there  have  been 
instances  when  an  undetected  TB  patient 
caused  transmission  of  M. tuberculosis. 

In  September  1998,  a local  health  unit 
in  city  and  county  A in  the  northeastern 
part  of  Arkansas  recognized  a greater  than 
normal  number  of  TB  cases  ( 12  vs.  an  av- 
erage of  7).  On  further  investigation,  it 
was  discovered  that  most  of  these  TB  cases 
were  from  a homeless  population. 

TB  Case  and  Contact 
Investigation 

The  Tuberculosis  Program,  Arkansas 
Department  of  Health,  received  a call 
from  Kentucky  relating  that  they  had  dis- 
covered a TB  patient  (Patient  A)  who  had 
come  from  Arkansas  in  their  homeless 
shelter.  This  happened  as  part  of  a con- 
tact investigation,  which  was  being  car- 
ried out  for  another  TB  patient  at  that 
shelter  in  Kentucky.  This  triggered  a TB 
contact  investigation  in  Arkansas,  which 
centered  around  a homeless  shelter  (Shel- 
ter A)  in  city  and  county  A.  On  the  first 
round  of  tuberculin  skin  testing  (TST), 
the  employees  of  the  shelter  along  with 
the  residents  were  screened  and  eight  of 
19  people  tested  positive  for  TST.  The 
high  number  of  positive  skin  tests  meant 
that  transmission  had  been  going  on  in 


the  shelter  for  quite  some  time. 

Patient  A was  highly  infectious 
(smear  and  culture-positive),  non-com- 
pliant  and  difficult  to  treat.  As  a result 
of  his  refusal  to  take  TB  medication, 
Kentucky  TB  authorities  transferred  him 
to  a TB  confinement  facility  in  Mt. 
Vernon,  Mo.,  where  he  was  given  di- 
rectly observed  therapy  (DOT)  for  tu- 
berculosis until  he  had  negative  sputum 
smears.  After  completion  of  this  initial 
therapy,  he  moved  to  city  and  county  A 
in  the  northeastern  part  of  Arkansas 
where  there  was  noted  to  be  an  ongoing 
increase  in  the  number  of  TB  cases  in 
the  homeless  population.  In  Arkansas 
the  patient  was  met  by  a dedicated  TB 


public  health  nurse  who  had  arranged 
housing  where  he  would  stay  until 
completion  of  his  treatment. 

On  further  investigation  it  was  found 
that  Patient  A had  stayed  at  Shelter  A 
from  February  ’97  until  August  ’97.  It  also 
was  found  that  his  brother  was  diagnosed 
as  having  TB  in  January  ’97  in  another 
county.  When  the  TB  contact  investiga- 
tion was  done  for  his  brother,  it  was 
learned  that  Patient  A had  recently  moved 
out  of  his  brother’s  house  and  moved  to 
city  and  county  A and  had  not  been  TB 
skin  tested  at  that  time.  The  question  arose: 
Could  patient  A be  the  source  case  for  the 
other  cases  in  Shelter  A? 

(Continued  on  page  103) 


Reported  Cases  of  Selected  Diseases  in  Arkansas 


Profile  for  May  1 999  - The  3-month  delay  in  the  disease  profile  for  a given  month  is  designed  to 
minimize  any  changes  that  may  occur  due  to  the  effects  of  late  reporting.  The  numbers  in  the  table  below 
reflect  the  actual  disease  onset  date,  if  known,  rather  than  the  date  the  disease  was  reported. 


Total 

Total 

Total 

Total 

Total 

Disease  Name 

Reported 

Reported 

Reported 

Reported 

Reported 

Cases 

Cases 

Cases 

Cases 

Cases 

YTD1999 

YTD1998 

YTD1997 

1998 

1997 

Campyiobacteriosis 

61 

51 

55 

179 

175 

Giardiasis 

74 

63 

168 

220 

Salmonellosis 

126 

91 

74 

616 

445 

Shigellosis 

42 

1 

61 

211 

273 

Hepatitis  A 

2 

120 

82 

223 

Hepatitis  B 

23 

46 

39 

115 

106 

Hepatitis  C 

2 

2 

3 

10 

5 

Meningococcal  Infections 

19 

22 

25 

31 

38 

Viral/Aseptic  Meningitis 

8 

5 

10 

77 

26 

Ehrlichiosis 

1 

5 

3 

14 

22 

Lyme  Disease 

1 

4 

8 

8 

27 

Rocky  Mtn  Spotted  Fever 

4 

9 

8 

23 

31 

Tularemia 

4 

9 

9 

26 

24 

Measles 

0 

0 

0 

0 

0 

Mumps 

0 

0 

0 

13 

3 

Chlamydia 

2,302 

1,419 

1,007 

4,127 

2,554 

Gonorrhea 

1,090 

1,596 

1,927 

3,962 

4,388 

Syphilis 

82 

112 

241 

294 

394 

Pertussis 

5 

15 

5 

93 

60 

Tuberculosis 

62 

42 

80 

171 

200 

Fora  complete  list  of  reportable  diseases  in  Arkansas,  call  the  Arkansas  Department 
of  Health,  Division  of  Epidemiology,  at  (501)  661-2893  during  normal  business  hours. 
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PEOPLE+EVENTS 


HONORED 

Dr.  France  Named  Chairman  of  MedCamps 

Dr.  Gene  L.  France,  a Little  Rock  allergist,  is  the  new 
chairman  of  Medical  Camps  of  Arkansas  Inc.,  which  pro- 
vides camping  activities  for  children  with  medical  prob- 
lems. 

Other  officers  are  Dr.  Gilbert  A.  Buchanan,  vice  presi- 
dent; Dr.  Betty  A.  Lowe,  secretary;  and  Dr.  Kelsy  J. 
Caplinger,  treasurer  and  past  chairman.  The  immediate 
past  chairwoman  is  Dr.  Eileen  Ellis. 

MedCamps  has  served  6,194  campers  at  Camp 
Aldersgate  since  it  began  in  1971.  It’s  a nonprofit  project 
of  the  Arkansas  Chapter  of  the  American  Academy  of 
Pediatrics. 


OBITUARIES 

Dr.  Neil  E.  Compton 

Dr.  Neil  E.  Compton,  86,  of  Bentonville  died  Feb.  10, 
1999. 

Dr.  Compton,  born  Aug.  1,  1912,  was  a 1939  graduate 
of  the  University  of  Arkansas  College  of  Medicine. 

Dr.  Compton  was  known  widely  for  his  opposition  to 
dams  along  the  Buffalo  River  in  the  1960s.  He  was  one  of 
the  organizers  of  the  Ozark  Society  which,  along  with  sev- 
eral state  and  national  politicians,  halted  plans  by  the  Army 
Corps  of  Engineers  to  create  impoundments.  The  Buffalo 
River  became  the  country’s  first  national  river  in  1972. 

Dr.  Compton  compiled  his  experiences  in  a book,  “The 
Battle  for  the  Buffalo  River.” 

Dr.  Aaron  C.  Modelevsky 

Dr.  Aaron  C.  Modelevsky,  88,  of  Jonesboro  died  March 
6,  1999. 

Dr.  Modelevsky,  born  Dec.  12,  1910,  was  a 1934  gradu- 
ate of  the  University  of  Minnesota  Medical  School.  He 
first  practiced  medicine  in  Arkansas  in  1940.  He  is  sur- 
vived by  his  wife,  Peggy. 

Dr.  Thomas  R.  Jackson 

Dr.  Thomas  R.  “Tommy”  Jackson,  46,  of  Conway  died 
June  21,  1999. 

Dr.  Jackson,  born  Dec.  23,  1952,  was  a physician  at 
the  Little  Rock  Medical  Clinic.  He  was  a graduate  of  the 
University  of  Arkansas  for  Medical  Sciences.  He  is  sur- 
vived by  his  wife,  Dr.  Carole  Bryant  Jackson,  three  sons 
and  a daughter.  ■ 


New  Members 


Richard  W.  Cole,  MD 

Specialty:  Resident  - 
Emergency  Medicine 
505  Nan  Circle 
Little  Rock  72211-2675 

Delilah  L.  Eason,  MD 

Specialty:  Resident  - 
Internal  Medicine 

11824  McAlister  Road 
Little  Rock  72206 
(501)  888-6689 

Brian  Harlan,  MD 

Specialty:  Resident  - 

Psychiatry 

504  N.  Spring  St.,  #1 

Searcy  72143-4219 

John  Herring,  MD 

Specialty:  Resident  - 
Family  Practice 

2526  Pine  Lake  Ave. 
Springdale  72764 
(501)  521-8260 

Kevin  T.  Jackson,  MD 

Specialty:  Resident  - 
Family  Practice 

2969  Silverton  St. 

Springdale  72764 
(501)  521-8260 

Chrystal  D.  Jones,  MD 

Specialty:  Resident  - 
Family  Practice 

3802  Kavanaugh  Blvd.,  #705 
Little  Rock  72205-1852 
(501)664-2603 

Ann-Marie  Magre,  MD 

Specialty:  Resident  - 
Family  Practice 

1814  Tallgrass  Drive 
Fayetteville  72701 
(501)  521-8260 


Victoria  E.  Major,  MD 

Specialty:  Resident  - 
Radiology 

325  Ash 

Conway  72032-6420 
(501)  327-2465 

Laura  A.  Massey,  MD 

Specialty:  Resident  - 
Family  Practice 

300  E.  Sixth  St. 

Texarkana  71854 

William  M.  McDonnell,  MD 

Specialty:  Resident  - Pediatrics 

5512  C St. 

Little  Rock  72205 

Vanessa  L.  McKinney,  MD 

Specialty:  Resident  - 
Family  Practice 

2907  E.  Joyce  Blvd. 

Fayetteville  72703 
(501)521-8260 

Hemal  Mehta,  MD 

Specialty:  Pediatrics 

P.O.  Box  7 
Dumas  71639 
(870)382-5350 

Christopher  O.  Morgan 

Specialty:  Resident  - 
Internal  Medicine 

7604  Ohio  St.,  #5 
Little  Rock  72227 
(501)  954-7762 

Brian  B.  Norris 

Specialty:  Resident- 
Internal  Medicine 

4411 N.  Lookout 
Little  Rock  72205 

Joseph  O’Connell,  MD 

Specialty:  Resident- 
Family  Practice 

601  W.  Maple,  #102 
Springdale  72764 
(501)  750-6585 
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R.  Brian  Owens,  MD 

Specialty:  Resident  - 
Otolaryngology 

1611  N.  University  Ave. 

Little  Rock  72207 
(501)  663-7672 

Dennis  W.  Ozment,  MD 

Specialty:  Resident  - 
Internal  Medicine 
11718  Shady  Ridge 
Little  Rock  72211 
(501)  833-0298 

Nick  J.  Paslidis,  MD 

Specialty:  Internal  Medicine 

10120  Charterhouse  Road 
Little  Rock  72227 
(870)  552-7303 

James  H.  Pillow,  MD 

Specialty:  Resident  - 
Family  Practice 

2907  E.  Joyce  Blvd. 
Fayetteville  72703 
(501)  521-8260 


Lisa  S.  Reynolds,  MD 

Specialty:  Resident  - Pediatrics 
1719  Mesquite  Circle 
Little  Rock  72211 
(501)  320-1100 

Robbie  L.  Rhodes,  MD 

Specialty:  Resident  - Pediatrics 
121  Prospect  Trail 
North  Little  Rock  72118 

Kevin  Rouse,  MD 

Specialty:  Internal  Medicine 

425  W.  Jackson 
Piggott  72454 
(870)  598-2236 

E.  Brian  Russell,  MD 

Specialty:  Resident  - 
Dermatology 

304  Hiawatha  Drive 
Little  Rock  72205-4827 
(501)  686-5110 

Kimberly  K.  Shaffer,  MD 

Specialty:  Resident  - 
Anesthesiology 
4 Suwannee  Cove 
Maumelle  72113 
(501)  851-6298 


John  P.  Simmons,  MD 

Specialty:  Resident  - Pediatrics 

2400  Riverfront  Drive,  #834 
Little  Rock  72202 

Guillermo  J.  Tellez,  MD 

Specialty:  Otolaryngology 
2100  Green  Acres  Road 
Fayetteville  72703 
(501)  521-0455 

Carl  E.  Vest,  MD 

Specialty:  Family  Practice 
1 MOW.  Walnut 
Rogers  72756 
(501)  636-2711 

Kenneth  Wade,  MD 

Specialty:  Resident  - 
Family  Practice 

601  W.  Maple,  #102 
Springdale  72764 
(501)  750-6585 

Cynthia  Willingham,  MD 

Specialty:  Physical  Medicine 
and  Rehabilitation 

5 Ashberry  Circle 
Pine  Bluff  71602 


James  N.  Wise,  MD 

Specialty:  Resident  - 
General  Surgery 

123  Linwood  Court 
Little  Rock  72205 

Gregory  Wood,  MD 

Specialty:  Resident  - 
Obstetrics  and  Gynecology 
401  Dakota 
Syracuse,  NY  13210 
(315)  422-7186 

Mark  A.  Woods,  MD 

Specialty:  Resident  - 
Family  Practice 

2907  E.  Joyce  Blvd. 
Fayetteville  72703 
(501)  521-8260 

Stacy  Zimmerman,  MD 

Specialty:  Resident  - 
Internal  Medicine 

16  Kenny  Drive 
Conway  72032-8408 
(501)  914-0533 


(Continued  from  page  101) 

Combining  Conventional 
Epidemiology,  DNA  Results 

To  investigate  this  matter  further,  we 
combined  conventional  epidemiology  with 
results  of  DNA  fingerprinting  patterns  of 
the  infecting  strain  of  M. tuberculosis  iso- 
lated from  the  patients  involved. 

We  reviewed  all  culture-positive  TB 
cases  in  city  and  county  A since  1994. 
There  had  been  a total  of  48  TB  cases  since 
1994  and  28  (58.3%)  could  be  grouped  into 
four  DNA  fingerprinting  clusters;  one  of 
these  (cluster  1 ) contained  1 2 TB  cases,  all 
from  shelter  A including  patient  A.  This 
meant  that  all  1 2 of  these  patients  were  in- 
fected with  the  same  strain  of  M.  tubercu- 
losis since  each  isolate  had  an  identical  fin- 
gerprint pattern. 

To  determine  the  chain  of  transmission 
of  tuberculosis  and  ascertain  the  epidemio- 
logical linkages  among  patients  in  cluster 
1,  we  prepared  a timeline  for  all  patients 
setting  out  onset  of  TB  symptoms,  tuber- 
culin skin  test  results,  smear  and  culture 
positive  results,  chest  X-ray  readings  and 
date  of  start  of  treatment.  We  also  con- 
ducted detailed  epidemiologic  interviews 
for  all  patients  in  the  cluster. 

The  timeline  data  together  with  the 


epidemiological  information  obtained  from 
interviews  found  epidemiological  linkages 
for  all  but  one  patient  in  cluster  1 , she  be- 
ing an  incoherent,  elderly,  nursing  home 
patient  (Patient  B)  who  had  never  been  in 
a homeless  shelter.  All  other  patients  had 
epidemiological  links  among  themselves  and 
all  had  stayed  in  shelter  A.  Patient  A had 
stayed  at  shelter  A from  February  ’97  until 
August  ’97  when  he  moved  to  Kentucky 
(where  he  was  detected  as  a TB  case).  Two 
of  his  friends  with  whom  he  had  lived  in 
the  shelter  also  developed  tuberculosis  and 
are  part  of  cluster  1 (Patient  C and  D). 

Discussion 

Patient  A was  a highly  infectious  un- 
detected TB  patient  in  shelter  A from  Feb- 
ruary ’97  until  August  ’97  where  he  trans- 
mitted TB  infection  that  resulted  in  nu- 
merous positive  TSTs  and  eight  additional 
TB  cases,  of  which  one  was  HIV-positive 
and  died.  There  can  be  grave  consequences 
of  having  undetected  tuberculosis,  and  this 
outbreak  clearly  demonstrates  the  need  for 
active  surveillance  and  screening  in  high- 
risk  settings. 

However,  there  are  difficulties  in  con- 
ducting active  surveillance  and  TB  screen- 
ings in  these  settings.  The  problems  range 


from  lack  of  trained  personnel  to  do  screen- 
ings at  these  shelters  to  difficulty  in  obtain- 
ing follow-up  of  the  homeless  individuals. 
In  spite  of  these  difficulties,  the  TB  Pro- 
gram has  established  an  active  surveillance 
program  at  homeless  shelters,  drug  treat- 
ment centers,  jails,  nursing  homes  arid  pris- 
ons. It  is  recommended  that  the  inmates, 
residents  and  employees  of  these  facilities 
be  regularly  tuberculin  skin  tested  on  en- 
try and  then  annually.  Public  health 
nurses,  communicable  disease  nurse  spe- 
cialists, TB  case  managers,  chest  clinicians 
and  TB  central  office  support  staff  provide 
comprehensive  training  and  TB  education 
for  all  high-risk  facilities.  UV-lights  are  in- 
stalled in  these  facilities  where  feasible. 
Despite  all  these  measures,  all  health  care 
professionals  must  “Think  TB”  when  car- 
ing for  patients  who  have  suspicious  chest 
X-rays  or  prolonged  episodes  of  pneumo- 
nia that  do  not  respond  to  conventional 
therapy.  ■ 

Dr.  ljaz  is  a medical  epidemiologist  in  the  Di- 
vision of  Tuberculosis  at  the  Arkansas  Departmerit 
of  Health.  Dr.  Bates  is  director  of  the  Division  of 
Tubercubsis  at  the  Arkansas  Department  of  Health 
and  a professor  of  medicine  at  the  University  of 
Arkansas  for  Medical  Sciences . 
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CALENDAR 


Sept.  22-23,  1999 
AMA  Grassroots 
Conference 

The  Mayflower  Hotel 
in  Washington,  D.C.,  is  the 
site  for  this  American 
Medical  Association  con- 
ference on  managed  health 
care  and  federal  regulation. 
To  find  out  more  or  to  reg- 
ister, call  (800)  621-8335 
or  see  the  web  site, 
www.ama-assn.org/ 
politicaleducation. 

Oct.  17-21,  1999 
ACOEM  State-of-the- 
Art  Conference 

The  theme  of  this  year’s 
American  College  of  Oc- 
cupational and  Environ- 
mental Medicine  confer- 
ence at  the  Hyatt  Regency 
San  Antonio  is  “Chal- 
lenges and  Controversies  in 
Occupational  Medicine.” 


It’s  open  to  all  occupational 
and  health  professionals  and 
will  include  postgraduate 
seminars,  technical  exhibits 
and  guests.  Four  two-day 
preconference  professional 
development  courses  will  he 
offered,  too. 

For  info:  call  ACOEM, 
(847)  818-1800,  ext.  389,  or  see 
the  web  site,  www.acoem.org. 

Oct.  23,  1999 
New  Techniques  in 
Urinary  Incontinence 
and  Female  Urology 

The  division  of  urologic  sur- 
gery at  Washington  University’s 
School  of  Medicine  presents 
this  seminar  at  the  Eric  P. 
Newman  Education  Center  in 
St.  Louis.  The  seminar  will 


feature  a live  case  demonstra- 
tion of  transabdominal 
sacrocolpopexy. 

For  info:  call  (800)  325- 
9862  or  send  e-mail  to 
CME@msnotes.wustl.edu. 

Oct.  28-30,  1999 
Current  Topics  in 
Cardiothoracic 
Anesthesia  and 
Contemporary 
Cardiothoracic  Surgery 

These  two  seminars  will 
run  concurrently  at  the  Eric 
P.  Newman  Education  Cen- 
ter at  Washington  University 
Medical  Center  in  St.  Louis. 

“Current  Topics  in  Cardio- 
thoracic  Anesthesia”  and  “Con- 
temporary Cardiothoracic  Sur- 
gery” will  be  presented  by  the 


school’s  division  of  cardiotho- 
racic  anesthesia  and  division 
of  cardiothoracic  surgery, 
both  part  of  Washington 
University  School  of 
Medicine’s  continuing  medi- 
cal education  department. 
The  courses  update  the 
pathophysiology,  diagnosis 
and  management  of  a wide 
range  of  circulatory  and  pul- 
monary problems  in  adult  pa- 
tients. 

For  info:  call  (800)  325- 
9862  or  send  e-mail  to 
CME@msnotes.wustl.edu. 

Nov.  4-7,  1999 
National  Kidney 
Foundation  Annual 
Meeting 

Call  (800)  622-9010  for 
more  information  about  this 
gathering  in  Miami,  or  check 
the  foundation’s  web  site, 
www.kidney.org.  ■ 


Special  incentives  for 
physicians  & medical  students. 


* Montgomery  G.I.  Bill 

* Clinical  Clerkship  Training 

* Flexible  Training 

* Immediate  Clinical  Experience 


Check  us  out: 

501-212-4123  or  1-800-395-8332 


£ 


1-800-Go  Guard 


104  • The  Journal 


Volume  96 


ADVERTISERS  INDEX 


AMS  Benefits,  Inc Inside  Back  Cover 


Arkansas  Army  National  Guard 104 

Arkansas  Financial  Group 82 

Arkansas  Foundation  for  Medical  Care 76 

Arkansas  Physicians  Resource  Council 79 

Fendley  Realty 85 

Freemyer  Collection  System  83 

Hutchinson/Ifrah  Financial  Services,  Inc 96 

Jones  Volvo 88 

Maggio  Law  Firm 91 

Smith  Capital  Management 90 


Snell  Prosthetic  & Orthotic 

Laboratory Inside  Front  Cover 


State  Volunteer  Mutual  Insurance  Co Back  Cover 

Sten-Tel 85 

University  of  Arkansas  for  Medical  Sciences  81 


Special  Publications  Publisher 

Advertising  Coordinator 

Brigette  William 

Kathleen  Fitzpatrick 

Special  Publications 

Executive  Assistants 

Editor- in  -Chief 

Angel  Cuffel,  Laura  Head, 

Natalie  Gardner 

M itzi  Tiffee 

Sales  Manager 

Advertising  Assistant 

Stephanie  Hopkins 

Malissa  Greeson 

Account  Executive 
Elizabeth  Daniel 

± ARKANSAS  BUSINESS 
^ PUBLISHING  GROUP 

Director  of  Design 

Chief  Executive  Officer 

& Production 

Olivia  Farrell 

Virgeen  Healey 

Publisher  and  Editor 

Editorial  Art  Director 

Jeff  Hankins 

Irene  Forbes 

Executive  Vice  President 

Advertising  Art  Director 
Jeremy  Henderson 

Sheila  Palmer 

© 1999  Arkansas  Business  Publishing  Group 

Original  manuscripts  are  accepted  for  consideration  on  the 
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hospital  or  university  appointments  of  the  author(s).  All 
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Authors  are  responsible  for  reference  accuracy. 
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graphs in  which  there  is  any  possibility  of  personal  identifica- 
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price  list,  contact  Judy  Hicks  at  The  Journal  office.  Orders 
cannot  be  accepted  for  less  than  100  copies. 


Number  3 


August  1999  • 105 


ARKANSAS  RETREATS 


Williams  House,  Hot  Springs 

Established  in  1980  and  generally  regarded  as  the  first  true  bed-and-break- 
fast  inn  in  Arkansas,  Hot  Springs’  Williams  House  offers  comfort  in  quiet 
surroundings. 

Situated  in  a comfortable  neighborhood,  Williams  House  is  just  a few 
blocks  from  the  downtown  shopping  area  and  Bathhouse  Row  along  Central 
Avenue,  which  also  is  lined  with  restaurants  and  art  galleries. 

Five  guest  rooms  are  part  of  the  6,500-square-foot  mansion.  Each  room  is 
filled  with  antiques  and  features  air  conditioning,  private  bathroom,  cable 
television  and  a VCR.  Honeymoon  and  anniversary  couples  often  request 
one  of  two  guest  rooms  in  the  carriage  house. 

The  house,  which  is  on  the  National  Register  of  Historic  Places,  was  built 
in  1890  by  A.U.  Williams,  a physician  and  businessman.  Four  generations  of 
his  family  lived  in  the  home  until  the  1970s. 

Williams  House  Bed  &.  Breakfast  is  at  420  Quapaw  Ave.,  Hot  Springs 
National  Park  71901.  Call  (501 ) 624-4275  or  (800)  756-4635;  send  e-mail  to 
willmbnb@ipa.net.  ■ 
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AMS  BENEFITS,  INC 


A wholly  owned  subsidiary  of  the 
Arkansas  Medical  Society 
P.  O.  Box  55088 

Little  Rock,  Arkansas  72215-5088 
(501)  224-8967 
WATS  1-800-542-1058 
FAX  (501)  224-6489 
Ask  about  our  other  services  including 
Professional  Overhead,  Disability 
& Life  Insurance. 


The  Arkansas  Medical  Society  Health  Benefit  Program  is  a health  insurance  plan  designed  exclusi 
members  of  the  Arkansas  Medical  Society.  Underwritten  by  American  Investors  Life  Insurance  Com, 
Indemnity  and  managed  care  plans  available.  F|>r  information  call  (501)  224-8967  or  1-800-542-1058. 


Selecting  Malpractice 
Insurance  Based  on 
Low  Rates  is  the  Original 
High  Risk  Procedure. 


The  real  question  is  what  are  you  getting  for  your  money,  and  just  what  is  the  potential  cost  of  being 


inadequately  prepared  in  the  event  of  litigation?  As  doctors  with  over  20  years  of  experience 
in  serving  other  doctors,  we  just  don’t  think  playing  the  odds  is  such  a great  idea.  When  it  comes 
to  something  as  important  as  malpractice  insurance,  who  can  afford  to  take  chances? 


For  more  information,  contact  Susan  Decareaux  or  Thad  DeHart  • P.O.  Box  1065,  Brentwood,  TN  37024-1065  • e-mail:  svmic@svmic.com 
Web  Site:  www.svmic.com  • 1-800-342-2239  • (615)  377-1999 
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Take  One  of  These  and  Live. 


Sometimes  it’s  simple  instructions  that  make  a difference.  Aspirin  for  heart  attack.  Flu 
shots.  Eye  exams  for  diabetics.  And,  sometimes  it’s  complex  treatments  that  are  critical. 
Keeping  you  on  top  of  the  latest  clinical  guidelines,  whether  simple  or  complex,  is  just 
one  way  Arkansas  Foundation  for  Medical  Care  helps  you  improve  health  care  for 
thousands  of  Medicaid  and  Medicare  patients  in  Arkansas.  Through  initiatives  like  our 
Health  Care  Quality  Improvement  Program  (HCQIP),  we  help  health  care  professionals 
identify  opportunities  to  improve  the  delivery,  quality  and  cost-effectiveness  of  health 
care.  Combining  the  most  current  data  analysis  and  clinical  practice  guidelines,  our 
collaborative  improvement  projects  are  setting  a new  standard  in  evidence-based 
medicine.  Together,  we’re  improving  the  quality  of  health  care  for  all  Arkansans. 


A 

Arkansas  Foundation 
for  Medical  Care 


For  more  information  on  HCQIP  projects,  Medicaid  Managed  Care  Services  and  Health  Data  Solutions,  contact 
the  Arkansas  Foundation  for  Medical  Care  at  501-649-8501.  Or  visit  our  website  at  http://www.afmc.org. 
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Women  Patients 
Have  Specific  Needs 


Vickie  Henderson,  MD 

September  is  women’s  health  month  and  this  issue  of  The  Journal  of  the  Arkansas 
Medical  Society  is  dedicated  to  women’s  health  issues.  Some  of  the  health  issues 
that  affect  women  are  shared  with  men  and  some  are  unique  to  women.  Below 
I have  outlined  some  of  my  observations,  but  please  keep  in  mind  1 only  have  female 
patients.  Some  of  you  already  know  these  things,  some  of  you  may  need  to  be  re- 
minded  and  some  of  you  may  not  be  interested.  I’m  sure  that  some  of  you  will  disagree 
with  my  generalizations,  but  this  is  intended  to  be  a salute  to  the  characteristics  that 
make  women  unique  and  the  doctors  — both  male  and  female  — that  provide  health 
care  to  them. 

1.  Women  get  pregnant.  I know  you  already  know  this,  but  I want  to  remind  you 
that  women  get  pregnant.  Women  who  are  40  and  up  get  pregnant,  and  “women” 
who  are  12  get  pregnant.  And  every  woman  in  between  gets  pregnant.  This  is  impor- 
tant for  you  to  know  if  you  are  a pediatrician,  an  oncologist,  an  internist  or  whatever. 

Sick  women  get  pregnant  too.  Women  with  diabetes  mellitus,  women  with  sei- 
zure disorders  and  yes,  even  women  with  cancer  get  pregnant.  Unfortunately,  the 
sickest  women  of  all  are  sometimes  the  very  ones  who  conceive.  Most  often  it  is 
unintentional  and  brings  an  added  complexity  to  the  patient’s  disease.  Occasionally, 
the  treatments  that  we  prescribe  can  interfere  with  contraception.  For  example,  pa- 
tients on  anticonvulsants  may  need  a higher  dose  of  oral  contraceptives.  Women  also 
need  to  know  what  to  do  about  their  birth  control  pills  when  they  have  surgery  and 
they  are  going  to  be  NPO  for  several  days.  And  we  all  know  that  certain  antibiotics 
may  interfere  with  the  effectiveness  of  oral  contraceptives,  but  do  we  remember  to 
tell  our  patients? 

2.  Women  worry.  I bet  you  already  had  this  one  figured  out,  but  it  is  important  to 
recognize.  Mothers  worry  about  their  children,  wives  worry  about  their  husbands  and 
daughters  worry  about  their  mothers.  We  can’t  help  it,  it’s  the  way  we  are.  Women 
also  worry  about  their  own  health.  Granted  men  worry  too,  but  women  are  more 
prone  to  attribute  a minor  symptom  to  a serious  illness,  whereas  men  are  more  likely 
to  ignore  warning  signs.  Therefore,  it’s  important  to  be  sensitive  to  this  issue  and 
realize  that  if  you  say  the  word  “biopsy,”  you  ought  to  say  “cancer,”  because  she’s 
already  thought  it.  Most  frustrating  of  all  is  that  women  want  you  to  read  their  mind 
and  reassure  them  about  their  concerns  even  if  they  haven’t  voiced  them. 

3.  Women  are  versatile.  They  have  many  roles  to  play.  They  often  work  full 
time,  clean,  cook,  care  for  their  children  and  involve  themselves  in  church  and  com- 
munity activities.  Of  course,  men  often  have  just  as  many  irons  in  the  fire.  But  women 
are  less  inclined  to  recognize  the  value  of  rest  and  relaxation,  never  taking  personal 
time  for  themselves.  Of  course  this  is  a great  generalization,  but  there  is  no  doubt  that 
trying  to  be  a career  woman,  mother  and  wife  can  be  very  demanding  and  can  have  a 
great  impact  on  a woman’s  health  — physical,  mental  and  emotional.  She  may  ne- 
glect to  exercise,  take  calcium  supplements  or  do  self-breast  exams. 

4.  Women  cry.  This  is  a terrible  stereotype  but  is  often  a reality.  Women  cry 
when  they  are  sad,  happy,  scared  or  mad.  Sometimes  women  cry  for  no  reason  at  all, 
especially  in  the  doctor’s  office.  ■ 


Dr.  Henderson  is  a member  of  the  editorial  board  for  the  The  Journal  of  the  Arkansas 
Medical  Society  and  is  a OB/GYN  with  the  Millard-Henry  Clinic  in  Russellville. 
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FROM  THE  STAFF 


The  System 
Works 


Z.  Lynn  Zeno 


The  Arkansas  Medical  Society  has 
been  intimately  involved  in  what 
seems  to  be  a “never-ending  saga” 
of  passing  a Patients’  Bill  of  Rights  in  the 
United  States  Congress. 

Patients  are  demanding  action,  yet 
Congress  continues  to  make  this  the 
biggest  political  game  in  town.  How- 
ever frustrating  this  battle  becomes,  we 
are  dedicated  to,  and  must  continue 
our  efforts  to,  return  health  care  de- 
cision-making back  to  the  hands  of 
patients  and  their  physicians.  The 
health  insurance  industry  commit- 
ted $20  million  to  defeat  any  strong  pa 
dents’  rights  legislation.  Mark  Merritt,  chief  strate- 
gist for  the  American  Association  of  Health  Plans,  said, 
“We  will  spend  as  much  as  it  takes.” 

The  medical  community  and  patients  can  never 
match  the  insurance  industry’s  money,  but  we  can 
outwork  them  on  the  grassroots  level. 

An  article  in  the  July  14  issue  of  the  Arkansas 
Democrat-Gazette  reported  that  Sen.  Blanche  Lin- 
coln, D-Ark.,  was  wavering  on  the  Senate  pro- 
posal that  would  hold  health  maintenance  orga- 
nizations accountable  for  their  medical  decision 
making.  The  AMS  put  out  an  emergency  leg- 
islative alert  to  key  physicians  asking  them  to 
contact  Sen.  Lincoln  immediately,  express- 
ing their  displeasure.  Below  are  examples  of 
two  letters/e-mails  that  were  sent  to  the 
senator.  Sen.  Lincoln’s  staff  indicated  they 
received  many  constituent  communica- 
tions on  this  important  issue.  We  don’t 
know  how  much  impact  our  grassroots 
effort  had  on  her  vote,  but  on  July  15 
she  cast  the  right  vote  for  America’s  pa- 
tients. Our  thanks  goes  out  to  Sen.  Lincoln 
and  especially  to  all  of  the  AMS  members  who  re- 
sponded to  our  call  to  action.  ■ 
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We  Put  the 
Care  in  Managed 
Healthcare 


We  know  you  have  a choice  about 
your  healthcare  plan.  So  we  strive 
to  make  sure  you  get  the  care  you 
deserve.  We  are  Arkansas  people 
working  to  take  care  of  your 
health  — we're  Arkansas  Managed 
Care  Organization  (AMCO). 

Our  network  offers  community  care 
through: 

♦ More  than  3,800  physicians  and 
hundreds  of  other  healthcare 
professionals; 

♦ Services  in  over  100  hospitals; 
and, 

♦ An  excellent  staff  representing 
your  best  interests. 

AMCO  is  a recognized  leader  in 
managed  healthcare  in  Arkansas, 
not  only  because  of  its  size,  but  also 
for  its  high  degree  of  accountability, 
outstanding  customer  service  and 
stability. 

Give  us  a call  today  at  1-800-278- 
8470  or  501-225  8470,  Let  us 

show  you  what  quality  healthcare 
is  all  about. 


Arkansas 
Managed  Care 
Organization 

Serving  employers  and  their  greatest 
asset  with  quality  managed  care. 


#10  Corporate  Hill  Drive,  Suite  200 
Little  Rock,  Arkansas  72205 
www.amcoppo.com 


Progressive  Medicine 

Mr.  President  and  Gentlemen:  I sup- 
pose that  I ought  to  offer  an  apology  in 
advance  for  my  paper,  as  it  is  merely  an 
effort  at  medical  literature,  not  a scien- 
tific paper  at  all  — hut  merely  an  effort 
at  medical  literature,  progressive  medi- 
cine. 

The  day  for  blind  credulity  has 
passed,  and  on  all  sides  it  is  admitted 
that  we  are  at  liberty  to  ask  certain  ques- 
tions in  regard  to  the  books  and  their 
authors  — questions  which  an  earlier 
and  more  intolerant  age  would  not 
have  allowed. 

As  late  as  50  years  ago  we  would  have 
been  considered  heretical,  in  the  esti- 
mation of  those  who  believed  that  medi- 
cine was  a scaled  book,  if  we  had  used 
the  microscope  in  bringing  forward  some 
of  the  mysterious  causes  of  disease. 
Whether  the  investigations  will  ever 
prove  satisfactory  to  the  investigators  is 
yet  subjudice,  to  use  a legal  term. 

In  my  opinion  the  attempt  to  make 
medicine  a definite  science  will  no 
more  be  accomplished  than  it  would 
he  in  theology  or  law. 

If  the  three  learned  professions  have 
moved  pretty  well  on  a parallel;  if  ei- 
ther have  gotten  the  advantage,  we 
would  give  it  to  medicine,  speaking  in 
a temporal  sense.  Medicine  has  done 
more  good  for  the  masses,  by  its  chari- 
table acts,  by  its  pure  principles  of 
unselfish  deportment,  by  recognizing 
no  distinction  in  race  or  color,  rich  or 
poor,  bond  or  free. 

So  from  time  to  time  the  world 
arouses  to  the  fact  that  a great  advance 
has  been  made;  the  old  has  partially 
passed  away,  and  with  it  has  gone  some 
of  the  ignorance  and  superstition  of 
former  generations.  ■ 


Reprinted  from  the  “Proceedings  of  the 
24th  AMS  Annual  Session , ” May  1 899 . 
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Hot  Springs  Clinic 
Drops  Blue  Cross 

Physicians  with 
HealthFirst  Physicians  of 
Arkansas,  P.A.,  of  Hot 
Springs  said  they  will  drop 
Arkansas  Blue  Cross  and 
Blue  Shield,  the  state’s 
largest  health  plan  network. 

HealthFirst  physicians 
said  Blue  Cross  has  re- 
stricted them  to  the  point 
they  can  no  longer  do 
business  with  the  health 
plan.  The  Hot  Springs 
clinic  includes  34  physi- 
cians. Richard  Grisso, 
HealthFirst’s  chief  execu- 
tive officer,  said  Blue  Cross 
has  made  it  impossible  for 
physicians  to  provide 
emergency  and  after- 
hours  care,  ultimately 
jeopardizing  the  quality  of 
patient  care.  Some 
HealthFirst  physicians  also 
have  been  excluded  from 
the  Blue  Cross  network. 

Holt-Krock  Clinic 
Purchase  Closes 

The  sale  of  the  Holt- 
Krock  Clinic  in  Fort  Smith 
to  Sparks  Regional  Medical 
Center  closed  in  August, 
creating  one  of  the  region’s 


largest  health  system. 

Sparks  bought  the 
clinic  from  PhyCor  Inc. 
after  a slew  of  lawsuits 
were  filed  by  clinic 
physicians  against  the 
physician  practice  man- 
agement company  based 
in  Nashville,  Tenn.  To 
keep  from  losing  many 
physicians  in  the  commu- 
nity, Sparks  decided  to 
purchase  the  clinic  from 
PhyCor.  The  three  entities 
have  been  in  discussions 
since  1997. 

The  resulting  Sparks 
Health  System  includes 
the  region’s  largest 
physician  group  repre- 
senting the  greatest 
number  of  specialities, 
subspecialities  and 
practice  sites  in  the  area; 
the  community’s  largest 
hospital;  2,800  health 
care  employees;  three 
rural  health  clinics; 
Booneville  Community 
Hospital;  a home  health 
program;  PremierCare,  the 
largest  sponsored  managed 
care  organization  in  the 
state;  Sparks  Development 
Foundation;  Marvin 
Altman  Fitness  Center; 
and  Sparks  Athletic  Club. 

“We  believe  the 
Sparks  Health  System 
represents  the  best  and 
brightest  in  health  care  — 
from  primary  to  speciality 


care,  from  inpatient  to 
ambulatory  services  and 
from  physician  residency 
training  to  clinical 
research  all  in  a commu- 
nity-owned and  operated, 
not-for-profit  system,”  said 
Michael  Helm,  president 
of  the  Sparks  Health 
System. 

Helm  says  the  merger 
of  the  hospital  and  clinic 
will  eliminate  duplicated 
services  in  the  community, 
boost  a fully  integrated 
information  system, 
increase  purchasing  and 
contracting  power  and 
help  recruit  new  physi- 
cians to  the  area. 


Groups  Combine 

Credentialing 

Systems 

The  American 
Medical  Association  and 
the  National  Committee 
for  Quality  Assurance 
have  signed  an  agreement 
that  will  reduce  the 
duplication  in  the 
credentialing  of  physicians 
by  health  plans. 

Under  the  plan, 
managed  care  organiza- 
tions that  use  data  from 
the  AMA’s  American 


Medical  Accreditation 
Program  may  rely  upon 
such  data  as  being  in  full 
compliance  with  the 
relevant  NCQA  managed 
care  organization 
credentialing  standards.  In 
addition,  an  MCO  may  use 
an  AMAP  accreditation 
survey  report  in  lieu  of  an 
office  site  visit. 

The  new  agreement  is 
expected  to  lead  to  more 
consistent  information, 
resulting  in  cost  savings  for 
health  plans,  employers 
and  physicians. 

The  NCQA  also 
certifies  credentials  verifi- 
cation organizations. 
AMAP  will  contract  only 
with  NCQA-certified 
CVOs  certified  for  physi- 
cian credentials  data. 
Through  the  agreement, 
NCQA  will  establish  a 
CVO  Standards  Advisory 
Committee,  which  will  be 
responsible  for  recommend- 
ing the  standards  and 
scoring  used  by  the  NCQA 
to  certify  CVOs. 

Each  physician  who 
applies  for  AMAP  accredi- 
tation is  evaluated  against 
national  standards  in  five 
areas:  credentials,  personal 
qualifications,  environment 
where  the  care  is  provided 
and  medical  records, 
clinical  process  and  patient 
outcomes.  ■ 
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New  LIAMS  Students  Take  Oath 
of  Honor,  Don  White  Coats 


August  marked  the  first 
week  of  medical 
school  for  150  students 
at  the  University  of  Arkansas 
for  Medical  Sciences.  The 
students  were  chosen  from 
400  applicants.  During 
orientation  week  students 
learned  about  what  to  expect 
during  their  four  years  of 
study,  the  ethics  medical 
students  must  abide  by  and 
when  is  the  best  time  to 
decide  on  a speciality. 

The  highlight  of  the  week 
was  the  White  Coat  Cer- 
emony, which  several  AMS 
members  took  part  in.  First'year  student  Alan  Schadeva  registers  for  classes. 

Students  take  an  oath  of 

honor  and  receive  the  short,  white  jackets  they  wear 
throughout  medical  school. 

This  year’s  freshman  class  is  67%  male  and  33%  female. 

The  youngest  student  is  20,  the  oldest  is  45;  81%  are  be- 
tween the  ages  of  20-24.  Eighty-eight  percent  of  the  class  is 
white,  6%  is  Asian- American,  and  4%  is  African-American. 

Seventy-nine  percent  of  the  students  graduated  from  Arkan- 
sas universities  and  21%  attended  out-of-state  schools.  ■ 


Jessica  Causbie  receives  her  Code  of  Professional  Conduct  for  Medical 
Students  from  Dean  Wilson. 


Joanne  Price  receives  her  white  coat  from  Dr.  Richard  Wheeler, 
associate  dean  for  student  and  academic  affairs  at  UAMS. 
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By  Natalie  Gardner 


Gaining  Ground,  Becoming  Leaders 

For  a long  time,  the  world  of  medicine  was  a man’s  world.  If  women 
wanted  to  care  for  patients,  then  they  were  nurses,  not  doctors.  But 
the  role  of  women  in  medicine  has  drastically  changed  and  is  increasing 
everyday. 

September  celebrates  those  women  and  their  growing  number  of 
achievements.  Although  not  as  active  in  leadership  roles  in  the  past,  women 
physicians  are  changing  that.  In  the  past  couple  of  years,  the  American 
Medical  Association  created  the  AMA  Women  Physicians  Congress  to  help 
expand  the  role  and  influence  of  women  in  organized  medicine,  as  well  as 
address  critical  women’s  health  and  professional  issues.  Last  year,  the  AMA 
voted  for  its  first  woman  president,  Dr.  Nancy  Dickey,  a family  practice 
physician  from  College  Station,  Texas. 

According  to  the  AMA,  in  1970  the  United  States  had  92.4  percent 
male  doctors  and  only  7.6  percent  female  physicians.  In  1996,  there  were 
78.7  percent  male  physicians  and  21.3  percent  female  physicians. 

Much  progress  has  been  made  in  increasing  the  number  of  women  doctors, 
but  the  field  is  far  from  equal  for  women  and  men.  Pay,  for  instance,  varies 
widely:  In  1995  male  physicians  earned  an  average  income  of  $205,800, 
compared  with  female  doctors  who  earned  an  average  of  $143,300.  The 
financial  disparity  is  the  result  of  numerous  factors,  including  the  reality  that 
many  female  physicians  are  employees  rather  than  self-employed  doctors. 
Additionally,  female  physicians  are  overrepresented  in  the  lower-paid  speciali- 
ties; they  tend  to  see  fewer  patients  (spending  more  time  with  each  patient); 
and  they  have  less  experience  than  their  male  counterparts. 

The  number  of  women  applicants  to  U.S.  medical  schools  is  continuing  to 
grow,  with  almost  43  percent  of  the  U.S.  medical  school  applicant  pool 
women  in  1995-96,  according  to  the  Association  of  American  Medical 
Colleges.  Women  made  up  almost  42  percent  of  the  total  enrollment  in  U.S. 
medical  schools  in  1995-96. 

On  the  next  few  pages,  you’ll  meet  some  of  Arkansas’  top  female  physi- 
cians, as  well  as  an  up-and-coming  medical  student.  These  six  women  are 
entrenched  in  Arkansas’  health  care  community  and  continue  to  help  make 
the  state  a healthier  one.  ■ 
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Dr.  Suzanne  Klimberg 

WOMEN’S  ONCOLOGY 


rofessor  Juggles  Family, 
Research,  Teaching 


By  Natalie  Gardner 


Dr.  Klimberg  Hands  Credit  for 
Success  to  Mentors,  Co-Workers 

Dr.  Suzanne  Klimberg ’s  curriculum  vitae  is  page  after 
page  of  awards  and  honors,  board  appointments, 
research  grants  and  published  papers. 

Dr.  Klimberg  — director  of  women’s  oncology  at  the 
Arkansas  Cancer  Research  Center,  part  of  the  University 
of  Arkansas  for  Medical  Sciences  system  — also  is  the 
mother  of  two  girls,  6 1/2  months  and  14  months  old, 
which  makes  her  accomplishments  even  more  amazing. 

“You  really  have  to  work  hard  to  become  a doctor,”  she 
said. 

Dr.  Klimberg  was  named  a full  professor  last  year, 
making  her  the  only  female  professor  in  surgery  at  UAMS. 
She  is  part  of  8%  of  the  professors  in  the  University  of 
Arkansas  system  that  are  women.  She  is  director  of  the 
medical  school’s  Women’s  Health  Center,  as  well  as  a 
member  of  the  Southwestern  Oncology  Group’s  Commit- 
tee on  Women’s  Health  Advisory  Board.  She  is  the  second 
woman  to  be  named  president  of  the  Association  of 
Academic  Surgery,  the  second-largest  surgical  association 
in  the  country.  She  is  the  third  woman  to  be  inducted  into 
the  Southern  Surgical  Association. 

Dr.  Klimberg  is  quick  to  credit  her  success  to  the  many 
co-workers  and  mentors  that  surround  her.  She  rattles  off 
half  a dozen  names  right  off  the  top  of  her  head,  people  who 
have  helped  her  with  breast  cancer  research  and  efforts  to 
improve  women’s  health:  Maureen  Colvert,  who  works  on  the 
breast  cancer  prevention  trial;  Dr.  Ronda  Henry-Tillman,  Dr. 
Klimberg’s  newest  partner  in  breast  surgery;  and  her  current 
mentor,  Dr.  Shirley  Gilmore,  who  recently  stepped  down  as 
chairman  of  the  anatomy  department  at  UAMS. 

“We’ve  finally  got  a critical  mass,”  Dr.  Klimberg  said.  “No 
one  could  do  this  alone.  We  just  have  a great  program  here.” 

Strong  Role  Models 

Mentoring  is  an  important  aspect  of  Dr.  Klimberg’s 
career.  She  has  had  several  over  the  years  through  medical 


school  at  the  University  of  Florida  College  of  Medicine 
to  her  residency  in  the  department  of  surgery  at  Florida 
to  her  fellowship  in  breast  diseases  at  UAMS. 

“I  think  it’s  important  to  have  people  to  mentor 
you,”  Dr.  Klimberg  said.  “We  had  one  woman  on  the 
faculty  at  the  University  of  Florida.  Now  there  are  many 
more  women,  but  all  that  time  there,  I had  no  role 
models.  Things  are  different  now.  Dr.  Gilmore  is  my 
mentor  and  now  I can  mentor  other  people  along  the 
way  too,  like  Dr.  Henry.” 

Dr.  Klimberg  meets  with  Dr.  Gilmore  periodically  to 
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talk  about  management  issues,  such  as 
how  to  handle  people  and  certain  situa- 
tions.  They  also  talk  about  how  to  sur- 
vive in  a predominately  male  world.  Dr. 
Gilmore  is  no  stranger  to  that;  she  has 
fought  numerous  battles  climbing  the 
career  ladder. 

Ongoing  Research 

With  her  numerous  leadership 
roles  and  two  young  children,  it’s  hard 
to  believe  the  progress  Dr.  Klimberg 
has  made  in  breast  cancer  research. 

One  of  the  biggest  projects  her  de- 
partment is  focusing  on  includes  the 
Star  Trial,  a prevention  study  compar- 
ing the  effects  of  two  drugs,  tamoxifen 
and  raloxifene,  on  reducing  the  occur- 
rence of  breast  cancer  in  postmeno- 
pausal women  age  35  and  older  who  are 
at  risk  for  the  disease.  Before  this  trial, 
Dr.  Klimberg  and  her  crew  studied 
tamoxifen  and  found  the  drug  de- 
creases the  risk  of  breast  cancer  by  50 
percent. 

The  department  also  is  part  of  a na- 
tional clinical  trial  focusing  on  lymph 
node  preservation.  The  team  is  work- 
ing to  get  funding  from  various  sources, 
including  the  Susan  G.  Komen  Breast 
Cancer  Foundation,  to  get  the  trials 
out  to  private  practices  so  more  women 
can  participate  in  them. 

Breast  cancer  research  and  surgery 
have  always  been  passions  of  Dr. 
Klimberg’s. 

“Breast  has  so  many  things  to  of- 
fer,” she  said.  “First  of  all,  it’s  very  ex- 
citing the  advances  we  are  making  — 
rapidly.  Breast  surgery  in  itself  is  not 
difficult,  but  we’re  doing  so  many  new 
things  that  even  simple,  minor  things 
make  a big  difference  for  the  patient 
— less  trauma  to  the  patient,  less  side 
effects. 

“There’s  so  many  advances,  espe- 
cially thinking  about  it  from  a woman’s 
perspective,  which  I can  do.  There’s  a 
little  plastic  surgery  in  it,  a little  psy- 
chology because  it’s  devastating  to 
people  and  science,  in  that  we’re  mak- 
ing advances  all  the  time.  I’m  also  a 
biochemist,  so  what  we’re  doing  in  the 


laboratory  fits  into  what  I’m  doing 
clinically.  I just  couldn’t  be  more 
thrilled  to  be  able  to  do  what  I’m  do- 
ing.” 

Improving  Women’s  Health 

Another  passion  of  Dr.  Klimberg’s 
is  the  UAMS  Women’s  Health  Cen- 
ter, which  she  directs.  The  center  is 
working  to  identify  and  promote  com- 
prehensive clinic  services  with  one- 
stop  shopping  for  patients.  Services 
would  include  comprehensive  preven- 
tive care  for  the  high-risk  patients, 
research  into  women’s  health  issues 
and  education  and  mentoring  of  fe- 
male physicians  and  scientists. 

Arkansas’  poverty  level  is  49th 
among  the  50  states.  Fifteen  percent 
of  the  state’s  population  lives  below 
the  poverty  level,  compared  with 
13.8%  nationally.  Many  of  the  women 
physicians  and  faculty  members  at 
UAMS  have  volunteered  with  the 
center  and  are  anxious  to  start  help- 
ing some  of  the  state’s  more  high-risk 
women  patients,  Dr.  Klimberg  said. 

The  goal  of  the  center  also  is  to 
use  telemedicine  in  these  one-stop 
clinics.  An  example  of  this  is  being 
able  to  share  the  medical  school’s  ge- 
netic counselors  at  high-risk  clinics 
across  the  state  through  advanced 
technology. 

Growing  Numbers 

Although  women  make  up  8%  of 
UAMS’  full  professors,  Dr.  Klimberg 
believes  that  is  changing,  with  more 
women  stepping  into  leadership  roles. 

“I  think  the  dean  and  chancellor 
have  been  kind  in  giving  women  the 
chance  to  step  up,”  she  said.  “There’s 
more  women  breaking  through.  It’s 
easier  today  than  how  people  like  Dr. 
Gilmore  had  it.” 

But  Dr.  Klimberg  says  there  is  still 
a way  to  go  when  the  field  of  medi- 
cine will  look  balanced.  The  key,  she 
said,  is  having  role  models.  Women 
physicians  who  have  made  it  to  the  top 
need  to  mentor  others,  helping  younger 
physicians  to  lead.  ■ 
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Drs.  Judy  McDonald  and  Pamela  J.  Wills 

OBSTETRICS/GYNECOLOGY 


ersonal  Touch  Leads 
fo  Successful  Practice 

Dw  i.  .^i;+k  i\ 


By  Judith  M.  Gallman 


Dr.  Pamela  Wills  (left)  and  Dr.  Judy  McDonald.  Photo:  Spencer  Tirey 


Women  Partners  Bring  Insight 
to  Female  Maladies 

The  Arkansas  Clinic  for  Women  doesn’t 
look  like  a typical  clinic. 

Oriental  rugs  lay  along  shiny  hardwood  floors 
in  the  reception  and  waiting  room  areas,  where 
gilded  mirrors  and  impressionist  paintings  hang 
above  claw-footed  bureaus  and  sofas.  The  colors 
are  warm  beige,  deep  maroon  and  soothing  forest 
green,  and  they  blend  nicely  with  tasteful 
upholstery,  chandeliers  and  sconces.  Examination 
rooms  aren’t  impersonal  cubicles;  each  one  is 
comfortably-appointed  with  cheery  curtains  hung 
in  a corner  to  afford  patients  privacy.  There  are 
other  feminine  touches:  cherubs,  padded  foot 
covers  and  televisions  with  cable  and  a remote 
control  patients  can  use  while  waiting. 

This  clinic  is  an  obstetrics/gynecology  clinic 
run  by  women  for  women,  one  of  three  such 
clinics  in  Little  Rock.  Physician  partners  are  Judy 
McDonald,  Pamela  J.  Wills  and  Peggy  K.  Guard. 

The  clinic,  now  in  Medical  Towers  One,  has 
grown  by  leaps  and  bounds  since  Dr.  McDonald 
began  a practice  in  1988  at  the  Doctors  Building. 
She  moved  to  Medical  Towers  One  in  1992. 

Dr.  McDonald,  48,  a divorced  mother  of  four 
who  raises  thoroughbred  horses,  said  she  chose 
women  partners  because  she  felt  more  comfort- 
able practicing  medicine  with  women. 

uWe  function  well  together,”  Dr.  McDonald  said 
of  her  current  partners. 

Dr.  McDonald,  soft-spoken  and  intense,  has  a 
calm,  laid-back  demeanor,  while  Dr.  Wills,  vivacious 
and  giggly,  brings  a high  level  of  enthusiasm  to  the 
practice.  Both  are  compassionate,  caring  health  care 
providers. 

In  obstetrics  and  gynecology,  Dr.  McDonald 
pointed  out,  many  women  feel  more  at  ease  seeing  a 
female  physician  who  brings  a personal  touch  to  the 


bedside.  The  homey  office  decor  also  relaxes  patients, 
something  a cold,  clinical  setting  rarely  does,  she  and  Dr. 
Wills  agreed. 

“Women  do  seem  to  appreciate  it.  They  do  feel  more 
at  ease,”  Dr.  McDonald  said.  A few  women,  however,  do 
not  feel  comfortable  using  a female  physician,  she  said. 

The  OB/GYN  world  has  changed  dramatically  over  the 
last  20  years,  Dr.  McDonald  said,  estimating  OB/GYN  resi- 
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dencies  in  Arkansas  are  mostly  filled  by 
women,  while  the  mix  was  50  percent 
male-female  15  to  20  years  ago.  Female 
medical  students,  once  reluctant  to 
take  on  the  challenge  of  surgical-ori- 
ented  specialities  because  of  a built-in 
bias  against  women,  have  few  qualms 
today  about  jumping  into  operating 
rooms. 

The  partners  often  consult  with 
each  other,  and  because  obstetrics  is  a 
large  part  of  their  business,  it  is  not  un- 
common to  find  them  in  the  OR  to- 
gether. 

Patient  needs,  too,  have  changed 
over  the  years,  the  doctors  said.  Meno- 
pause, hormone  replacement  issues  and 
hysterectomies  remain  important  female 
health  issues,  but  more  and  more  women 
want  help  with  sexual  problems,  includ- 
ing decreased  libido  or  pain  associated 
with  intercourse,  the  doctors  said. 

“Hardly  anyone  was  talking  about 
it  two  years  ago,”  Dr.  Wills  said,  esti- 
mating that  a majority  of  her  current  pa- 
tients need  help  with  sexual  difficulties. 
Stress  and  low-grade  depression  take 
their  toll  on  young  and  older  women 
alike,  Dr.  McDonald  said. 

Marital  problems,  premenstrual  syn- 
drome, migraines  associated  with  PMS, 
breast  cancer,  cervical  cancer  and  in- 
fertility problems  are  among  the  other 
health  issues  women  bring  to  their  at- 
tention, they  said. 

And  because  they  are  women  who 
often  know  first-hand  about  these  prob- 
lems — PMS,  for  instance  — female  phy- 
sicians can  sometimes  relate  more  easily 
to  their  patients  than  a male  doctor. 

Dr.  Wills,  44,  a newlywed  and  dedi- 
cated pet  owner,  and  Dr.  McDonald  said 
keeping  an  active  life  outside  their  clinic 
relieves  much  of  the  stress  associated 
with  medicine. 

“It  helps  keep  you  sane,”  Dr. 
McDonald  said.  She  has  juggled  career 
and  family  since  her  first  year  in  col- 
lege, so  balancing  her  profession  with 
home  life  has  been  a way  of  life  for  her. 
Obstetrics  has  required  her  to  be  on  call 
at  unusual  times,  so  Dr.  McDonald  has 
employed  a nanny  to  ease  her  load.  ■ 
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Karen  McNiece 

MEDICAL  STUDENT 

at  UAMS  Seeks 

By  Judith  M.  Gallman 


Student  Looks  for  Good  Medicine 
Outside  Classrooms,  Hospital 

It’s  tough  being  a medical  student. 

Just  ask  Karen  McNiece,  who  sometimes  introduces  herself 
to  patients  of  a “certain  generation”  as  “student  Dr.  McNiece.” 
That’s  so  the  patients  will  know  McNiece  is  studying  to  become 
a doctor,  not  a nurse. 

McNiece,  24,  is  a fourth-year  medical  student  at  the 
University  of  Arkansas  for  Medical  Sciences,  and  she  plans  to 
pursue  a career  in  pediatrics. 

While  female  medical  students  of  yesterday  may  have  been 
steered  toward  pediatrics,  family  medicine  and  psychiatry  as  their 
male  counterparts  were  encouraged  to  become  surgeons  and 
orthopedists,  McNiece  arrived  at  her  decision  to  practice 
pediatrics  on  her  own,  though  she  briefly  considered  psychiatry. 

She  said  she  chose  pediatrics  because  she  likes  children 
and  science.  More  specifically,  McNiece  likes  treating  the 
diseases  that  are  common  among  children. 

McNiece  graduated  cum  laude  in  biology  from  Hendrix 
College  in  Conway,  her  hometown.  Her  father  is  an  orthodon- 
tist, and  her  mother  is  a speech  pathologist.  McNiece  has  a 
brother  who  is  a student  at  Hendrix. 

McNiece  has  wanted  to  become  a doctor  since  she  was  in 
junior  high  school,  and  she  said  she  has  been  committed  to 
pediatrics  for  nearly  as  long. 

As  with  many  medical  students,  McNiece  found  her  first 
year  of  medical  school  the  most  difficult,  simply  because  there 
was  too  much  content  to  absorb  in  a limited  amount  of  time.  She 
was  all  books,  but  she  began  to  learn  to  take  some  time  out  for 
herself  in  her  second  year  of  medical  school  by  joining  the  choir  at 
Pulaski  Heights  United  Methodist  Church.  She  also  has  been  a 
youth  choir  counselor  there. 

She  also  developed  an  interest  in  the  Arkansas  Medical 
Society/ American  Medical  Association-Medical  Student  Section. 

During  her  sophomore  year  of  medical  school,  McNiece  was 
elected  an  alternate  delegate  to  the  organization  and  served  as  a 
delegate.  The  following  year,  she  was  elected  president,  and  she 
now  serves  as  the  medical  student  councilor  for  the  AMS 
Council.  What  McNiece  discovered  through  her  involvement 
saddened  her:  Students  and  residents  were  not  involved  in  the 
student  organization. 

McNiece  believed  students  were  missing  out  on  a valuable 
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resource,  so  she  tried  to  whip  up  enthusiasm.  Eventually 
she  pushed  for  student  membership  of  AMS  committees 
because  she  believed  that  students  and  residents  could 
learn  immensely  from  AMS  members. 

It  does  a medical  student  little  good,  McNiece 
decided,  to  master  medicine  if  he  knows  nothing  about 
delivery,  and  that’s  something  students  don’t  learn  in  the 
classroom.  They  can  graduate  without  being  able  to 
balance  a checkbook  or  understand  compliance  issues. 

“Our  medical  system  is  broken,”  McNiece  said. 

“We  have  to  understand  it  to  fix  it.  The  more  who  try 
to  understand  it,  the  better  the  chances  for  success.” 
And  the  answer  should  not  come  from  a nonphysician, 
she  said.  ■ 
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Dr.  Linda  McGhee 

FAMILY  PRACTICE 


rayetteville  Physician 
First  in  Her  Field 


By  Patricia  May 


Helping  HIV  Patients,  Teaching 
Reward  Innovative  Doctor 

Dr.  Linda  McGhee  often  has  been  first  in 
her  field  — she  was  the  first  woman  to 
serve  on  the  Arkansas  State  Medical  Board,  the 
first  woman  president  of  the  Arkansas  Academy 
of  Family  Physicians  and  the  first  physician  in 
the  state  to  establish  an  HIV  clinic. 

But  to  this  dynamic  doctor,  it’s  obviously 
the  latter  accomplishment  that  means  the  most 
— not  because  she  was  first,  but  because  the 
need  is  so  great. 

“I  would  do  it  all  over  again,”  Dr.  McGhee 
said  of  her  career.  The  Fayetteville  doctor  is 
board  certified  in  pediatric  and  family  practice. 

Dr.  McGhee  is  a Little  Rock  native  who 
lives  with  her  husband,  Garry,  and  daughter, 
Gabrielle.  The  couple’s  son,  Quentin,  is  grown 
and  lives  in  Little  Rock. 

Dr.  McGhee  is  medical  director  of  the 
Washington  County  HIV  Clinic.  She’s  also  a 
member  of  the  University  of  Arkansas  for 
Medical  Sciences  faculty,  which  means  she 
works  with  residents  doing  three-year  rotations 
through  the  Area  Health  Education  Center  in 
Fayetteville.  During  her  tenure,  99  residents 
have  graduated. 

Because  Dr.  McGhee’s  specialty  is  family 
practice,  she  also  has  an  active  caseload,  and  she 
helps  with  other  types  of  education,  too. 

An  Interest  Sparked 

As  a child,  Dr.  McGhee’s  career  dream  didn’t 
include  medicine.  Her  goal  was  to  be  a geologist. 
That  desire  didn’t  last  through  high  school,  al- 
though Dr.  McGhee  still  loves  rocks  and  anything 
to  do  with  nature. 

By  the  time  Dr.  McGhee  reached  college,  she 
was  ready  to  pursue  a nursing  program,  primarily 
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because  it  was  a relatively  short  curriculum.  She  quickly 
learned  of  various  scholarship  and  loan  programs  that  were 
available  to  medical  students  and  she  became  a premed 
major  while  a freshman  at  what’s  now  the  University  of 
Arkansas  at  Little  Rock. 

Dr.  McGhee  said  she’d  encountered  no  special  prob- 
lems as  a woman  in  medicine.  But  then,  she  didn’t  expect 
to.  She’s  from  a family  of  physicians  and  recalls  as  a child 
being  around  an  aunt  and  her  friends,  all  of  whom  were 
doctors. 

Given  the  choice  of  a residency  in  internal  medicine  or 
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pediatrics,  Dr.  McGhee  chose  pediatrics. 
She  believed  that  a physician  who  was 
competent  with  infants  had  a good 
grounding  for  treating  other  patients. 
When  the  family  practice  specialty  sub- 
sequently became  available,  Dr.  McGhee 
undertook  that  education  program. 
Since  completing  her  residency,  she’s 
been  a UAMS  faculty  member. 

“A  teaching  doctor  is  wonderful  be- 
cause it  gives  you  an  excuse  to  keep 
learning,”  she  said. 

Two  Roles 

The  AHEC  clinic 
on  the  east  side  of 
Fayetteville  is  a pleasant 
environment.  On  a re- 
cent day,  there  was  veg- 
etarian lasagna  for  staff 
members,  who  line  up  to 
enjoy  brief  lunch  breaks. 

Dr.  McGhee  said  there 
were  similar  luncheons 
as  often  as  three  times  a 
week,  and  she  admitted 
it  was  a fun  place  to  be. 

“It’s  a privilege  to  be 
a doctor  and  a double 
privilege  to  work  with 
young  doctors,”  she  said. 

“You  learn  a lot  working 
with  young  people.” 

She  insists  her  natu- 
ral pose  at  the  AHEC 
clinic  is  with  a pen  in 
one  hand,  making  chart  notations,  and 
holding  a phone  to  her  ear  with  the  other. 

But  this  is  only  one  of  her  clinics. 
There’s  also  the  county  HIV  clinic. 

It  was  as  much  chance  as  anything 
that  led  Dr.  McGhee  to  her  work  with 
HIV  patients. 

“HIV  came  to  me  when  a young 
[HIV-positive]  man  came  in  to  our  clinic,” 
she  said.  “He  was  the  first  patient  in 
Northwest  Arkansas.  He  had  it;  he  knew 
he  had  it  and  I had  to  quickly  then  learn 
about  it.  Nobody  in  the  state  really  had 
any  expertise  [in  that  area],  so  I learned 
by  telephone  by  talking  to  the  folks  in 
San  Francisco.” 

Dr.  McGhee  declined  to  say  what 
year  that  was.  She  laughed  and  said,  “I 


don’t  want  to  see  it  in  black  and  white” 
— but  it’s  fair  to  say  her  caseload  of  HIV- 
positive patients  grew  considerably  after 
that. 

As  she  explained,  “After  you  get  the 
first  patient,  when  somebody  gets  an- 
other case,  they  say,  ‘Well,  so-and-so’s 
had  one.’ ...  By  about  fives  cases,  you’re 
considered  to  be  competent;  50  cases  is 
an  expert.” 

By  1 99 1 , it  was  clear  there  was  a need 
for  more  help.  Michael  DeBoer,  then 
president  of  Washing- 
ton Regional  Medical 
Center  in  Fayetteville, 
met  with  Charles 
Johnson,  who  was  then 
county  judge,  Dr. 
McGhee  says.  To- 
gether they  came  up 
with  the  idea  of  an 
HIV  clinic,  which  is  in 
its  sixth  year. 

HIV  Help 

The  clinic  is  sup- 
ported by  the  four  ma- 
jor hospitals  in  North- 
west Arkansas  — 
Washington  Regional, 
Northwest  Medical 
Center  in  Springdale, 
St.  Mary’s  in  Rogers 
and  Bates  Medical 
Center  in  Benton- 
ville.  It’s  also  supported 
by  the  county  with  space  in  the  new 
Washington  County  Health  Depart- 
ment. 

The  clinic  offers  treatment  and  edu- 
cation, and  its  staff  includes  a full-time 
educator.  That  position  has  been  fully 
funded  by  the  Levi-Strauss  Foundation, 
even  after  the  closing  last  year  of  a Levi’s 
plant  in  Fayetteville,  Dr.  McGhee  says. 

“We  have  an  active  caseload  of  about 
200  patients.  We’re  doing  pretty  well 
here  in  Northwest  Arkansas.  The  num- 
ber of  cases  continues  to  grow  but  not  at 
the  accelerated  rate  of  the  early  1990s.” 

Despite  her  heavy  workload,  Dr. 
McGhee  enjoys  it. 

“If  you  love  your  work,  you  don’t  feel 
like  you’re  [at  work],”  she  said.  ■ 


"It’s  a privilege  to 
be  a doctor  and  a 
double  privilege  to 
work  with  young 
doctors.  You  learn  a 
lot  working  with 
young  people.” 

— Dr.  Linda  McGhee 
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Dr.  Sandra  Nichols 

FAMILY  PRACTICE 


determination 
fives  Dr.  Nichols 


By  Judith  M.  Gallman 


Departure  From  Public  Arena 
Allows  Time  for  Self,  Family 

Dr.  Sandra  Nichols  knows  what  it  means  to 
start  out  life  with  a disadvantage:  She’s  a 
product  of  the  projects. 

But  Dr.  Nichols,  41,  has  never  let  that  stand  in 
her  way.  In  fact,  she  uses  her  background  to  inspire 
others,  telling  them,  “You,  too,  can  do  this.  Look  at 
me;  I’m  a kid  from  the  projects.” 

That  was  the  message  she  once  delivered  to  a 
graduating  class  of  25  in  the  tiny  burg  of  Holly  Grove, 
she  said. 

Today,  Dr.  Nichols,  a family  practice  physician, 
is  medical  director  of  United  Healthcare  Corp.  of 
Arkansas,  a large  health  maintenance  organization. 
Before  that  she  was  the  state’s  chief  medical  director 
from  1994-98  as  director  of  the  Arkansas  Department 
of  Health.  She  was  appointed  to  lead  the  agency  at 
36  and  was  the  second  black  woman  named  as  the 
health  department  director. 

In  a recent  interview,  Dr.  Nichols  acknowledged 
that  she  wondered  whether  her  race  or  sex  influ- 
enced her  selection  for  the  high-profile  job,  but  she 
decided  the  answer  didn’t  matter.  What  did  matter, 
she  said,  was  how  she  as  an  individual  did  the  job. 

So  she  worked  hard,  learning  the  department 
inside  out  and  reading  every  letter  that  bore  her 
signature,  she  said.  She  spent  long  hours  developing 
health  policy  and  was  the  state’s  chief  health 
representative  in  emergencies,  from  failed  municipal 
sewer  systems  to  outbreaks  of  hepatitis  or  influenza. 
She  took  her  role  seriously  and  personally. 

Dr.  Nichols  took  on  leadership  roles  in  national 
organizations  at  the  same  time  her  cabinet-level 
position  required  her  presence  on  state  committees, 
including  one  overseeing  disposition  of  stockpiled 
nuclear  weapons  at  the  Pine  Bluff  Arsenal. 

“There  were  lots  of  demands,”  she  said,  adding 
she  liked  the  administrative  aspects  of  her  job.  “I  was 
very  busy,  but  I missed  the  medicine  part.” 

As  medical  director  at  United  Healthcare,  a 


Photo:  Spencer  Tirey 


private  company,  Dr.  Nichols  combines  her  medical  knowledge 
with  administrative  strengths  and  is  responsible  for  medical 
benefit  interpretations.  She  reviews  cases  and  often  interviews 
physicians  in  making  her  determinations. 

The  job  is  less  stressful  than  being  in  the  public  arena,  she 
said,  and  gives  her  more  time  to  be  a mother  and  wife.  She  has  a 
9-year-old  daughter,  Marquise.  Dr.  Nichols  finds  she  now  has 
time  for  herself,  an  often  overlooked  area  for  most  women.  She  is 
married  to  Ronnie  A.  Nichols,  a consultant. 

School  Days 

Dr.  Nichols  grew  up  in  Little  Rock,  graduating  from  Little  Rock 
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1125  Highway  65  North 
Conway,  AR  72032 

Three  level  multi-use  medical  facility.  Four  examination 
rooms  and  a procedure  room,  business  office,  lab,  and  other 
ancillary  facilities.  Additionally,  at  the  northeastern  end  of  the 
building  is  a separate  entrance  and  waiting  room  for  a fully 
equipped  emergency  room.  This  area  is  designed  for  workers 
compensation  med  testing  and  treatment.  Includes  five  examina- 
tion rooms  an  x-ray  room,  and  a whirlpool  room  for  physical 
therapy.  This  property  has  a large  parking  lot  that  is  well  lighted 
for  safety  and  handicap  accessible. 

Main  Level  Medical  Clinic  4,743  sq.  ft. 

Upstairs  Physicians  Lounge  1,146  sq.  ft. 

Garage  and  Storage  1 ,242  sq.  ft. 

Total  7,131  sq.ft. 

For  more  information  contact: 


Mike  Fendley/ J.D.  Ashley,  Sr. 

501-758-9492 


Parkview  in  1976  as  student  council  presi- 
dent, an  early  lesson  in  how  determination 
pays  off. 

Dr.  Nichols  attended  Columbia  Col- 
lege in  Columbia,  Mo.,  where  she  earned 
a degree  in  chemistry.  She  obtained  a 
master’s  degree  in  biology  at  Tennessee 
State  University  in  Nashville,  Tenn.,  and 
then  started  her  medical  career  at  the 
University  of  Arkansas  for  Medical  Sci- 
ences, where  she  was  chief  resident  and 
the  recipient  of  a fellowship  in  occupa- 
tional and  environmental  medicine. 

A detail-oriented  student  who  wanted 
to  understand  medicine  very  well,  Dr. 
Nichols  said  her  school  and  professional 
careers  progressed  evenly  because  she  is  a 
“stick-to-it  person”  and  “dogmatic.” 

Dr.  Nichols  served  as  medical  educa- 
tor of  the  UAMS  Delta  Health  Clinic, 
which  prepared  her  for  a move  to  interim 
medical  director  of  the  Mid  Delta  Health 
Clinic  in  Holly  Grove.  Her  husband  was 
then  working  as  director  of  the  Delta  Cul- 
tural Center  in  Helena. 

The  Delta,  Dr.  Nichols  said,  reminded 
her  of  her  East  End  roots  and  she  felt  com- 
pelled to  give  back  to  her  community,  also 
a reason  she  signed  on  for  the  health  de- 
partment job. 

Dr.  Nichols  chalks  up  her  personal  and 
professional  successes  to  determination, 
her  mother  and  faith.  She  was  one  of  six 
children  who  was  raised  by  a single 
mother,  Ether  Bruce  Lipkins. 

“She  had  six  children  and  two  jobs  and 
found  the  time  to  study,”  Dr.  Nichols  said. 

Dr.  Nichols  said  her  mother’s  dedica- 
tion instilled  in  her  a drive  to  accomplish 
even  more. 

Dr.  Nichols  said  she  is  pleased  that 
young  women  are  being  trained  now  to 
be  more  flexible  and  noted  the  impact  of 
the  Women’s  National  Basketball  Asso- 
ciation, soccer  and  other  sports  on  girls’  self- 
esteem. 

“Girls  are  not  as  limited,”  she  said.  “Fa- 
thers are  teaching  girls  to  be  very  indepen- 
dent.” 

Dr.  Nichols  said  she  has  experienced 
racial  and  sexual  discrimination,  but  she  has 
overcome  such  prejudices  by  refusing  to 
allow  her  detractors  to  limit  her  capabili- 
ties. 

“I  will  set  that  glass  ceiling,”  Dr.  N ichols 
said.  “I  have  had  a fabulous  career.  It’s  a 
blessing.”  ■ 
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GHMHH  >;  H I F E 
RADIOSURGERY 


UAMS  Medical  Center  is  pleased  to  bring  the 
Gamma  Knife  to  Arkansas. 

The  Gamma  Knife  is  a revolutionary 
noninvasive  tool  used  to  treat  intracranial  benign 
and  malignant  tumors,  vascular  malformations 
and  certain  functional  disorders  without  a single 
incision.  The  Gamma  Knife  uses  a concentrated 
radiation  dose  from  Cobalt-60  sources  to  damage 
abnormal  tissue  while  sparing  adjacent  normal 
tissue.  This  exactness  is  accomplished  by  201 


beams  of  radiation  intersecting  to  form  a precise 
tool.  These  beams  are  focused  on  the  target  area 
destroying  only  that  which  is  abnormal,  while 
sparing  adjacent,  normal  tissue  from  clinically 
significant  radiation. 

Treatment  with  the  Gamma  Knife  is 
multidisciplinary.  The  skills  of  a neurosurgeon, 
radiation  oncologist  and  physicist  are  brought 
together  to  develop  a treatment  program  tailored  to 
each  individual  patient. 


The  risk  of  surgical  complications  is  greatly  reduced  because  the  Gamma  Knife  procedure  is  performed  without 
an  incision.  Therefore,  Gamma  Knife  radiosurgery  is  virtually  painless.  Patients  routinely  use  only  a local  anesthe- 
sia with  a mild  sedative,  thereby  eliminating  the  side  effects  and  dangers  of  general  anesthesia. 
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COST  SRUIHG 


Conventional  neurosurgery  typically  means  a lengthy  hospital  stay,  expensive  medication  and  sometimes 
months  of  rehabilitation.  The  Gamma  Knife  reduces  these  costs  greatly.  Patients  are  usually  able  to  leave  the 
hospital  the  same  day  and  resume  their  normal  activities  immediately.  Post-surgical  disability  and  convalescent 
costs  are  typically  minimal..  At  the  same  time,  it  provides  patients  with  dramatically  improved  quality  of  life  by 
avoiding  post-operative  complications  such  as  hemorrhage  and  infection  associated  with  conventional  surgery. 


PHOUEN 


The  success  rate  of  the  Gamma  Knife  is  unprecedented.  It  has  established  clinical  efficacy  for  many  reported 
indications  including  obliteration  rates  in  AVM’s,  and  treatment  success  rates  for  acoustic  neuromas,  meningio- 
mas and  metastatic  tumors.  Close  to  100,000  patients  have  had  Gamma 
Knife  radiosurgery  with  no  mortality  and  minimal  morbidity  reported. 

Backed  by  over  three  decades  of  clinical  experience  and  documented 
results.  No  other  neurosurgical  tool  has  met  with  such  impressive  results. 

For  more  information  on  the  UAMS  Gamma  Knife  Center  call  Mark 
E.  Linskey,  M.D.,  Co-Director,  Neurosurgery  at  501/686-5270  or  Dennis 
Shrieve,  M.D.,  Ph.D,  Co-Director,  Radiation-Oncology  at  501/686-7100. 
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LOSS  PREVENTION 


Record  Wins, Doctor  Loses 

J.  Kelley  Avery,  MD 


Case  Study 

A 34-year-old  woman  had  an  elective  ter- 
mination  of  her  second  pregnancy  a year  be- 
fore this  visit  to  her  obstetrician.  Following 
the  abortion,  she  was  given  Demulen  1/28  to 
take  for  contraception.  She  visited  her  phy- 
sician  for  her  annual  checkup  two  months 
later,  and  his  record  revealed  essentially  nor- 
mal  findings  with  specific  reference  to  the 
documentation,  “Breast  exam:  Without  mass 
or  discharge,  some  fibrocystic 
changes  noted.  Pap  smear 
negative.” 

A year  later, 
the  patient  pre 
sented  herself 
to  her  doctor 
for  the  an- 
nual exami- 
nation and, 
again,  the 
record  stated, 

“Breast  exam: 

No  mass  or  dis- 
charge.” It  was  at  this 
visit  that  the  patient  would 
later  say  that  she  reported  what  she 
thought  was  a lump  in  her  left  breast.  Due  to 
oligomenorrhea,  the  Demulen  was  changed 
to  1/50  for  two  months  after  which  she  was 
to  resume  the  regular  strength  of  1/28.  Again 
the  Pap  smear  was  reported  as  negative. 

Three  months  after  this  visit,  she  referred 
herself  to  a mammography  service  because 
of  continuing  concerns  about  the  lump  she 
thought  she  felt  in  her  left  breast.  The  mam- 
mography report  stated  that  there  was  a clus- 
ter of  calcifications  at  the  12-o’clock  posi- 
tion in  the  left  breast,  which  the  radiologist 
thought  were  benign  and  a repeat  was  sug- 
gested in  six  months.  What  was  notable  about 
this  visit  to  the  mammography  clinic  was  that 
the  sign-in  form  included  the  family  history 
that  an  aunt  and  a cousin  had  died  of  breast 


cancer.  A week  later  the  mammography  re- 
port was  given  to  the  patient  over  the  tele- 
phone by  the  office  staff  of  her  obstetrician. 

The  patient  returned  for  her  repeat  mam- 
mogram six  months  later  as  suggested  by  the 
radiologist.  Again,  on  the  sign-in  form,  the 
family  history  of  breast  cancer  in  an  aunt  and 
a cousin  was  recorded.  The  mammogram 
again  showed  the  calcifications  previously  de- 
scribed, but  stated  that  the  appear- 
ance of  the  breast  was  un- 
hanged and,  again, 
the  radiologist 
thought  that  a 
repeat  in  six 
months  was 
indicated. 
The  word 
“benign”  was 
not  used  in 
this  report. 
“Worried” 
about  this  latest 
test,  she  called  her 
physician’s  office,  and  be- 
cause the  doctor  was  not  in  the  of- 
fice, the  office  personnel  again  tried  to  be  re- 
assuring about  the  report.  The  patient  was 
not  satisfied,  and  she  was  referred  by  the 
office  staff  to  the  general  surgeon  used  by 
this  office  for  a consultation.  It  was  the 
same  office  employee  who  gave  the  patient 
the  mammography  report  on  both  occa- 
sions, and  the  same  person  referred  her  to 
the  surgeon. 

The  surgeon’s  examination  of  the  breast 
was  recorded  in  his  record,  “Medical  his- 
tory positive  for  cancer,  maternal  aunt  and 
maternal  cousin  died  from  breast  cancer.” 
The  surgeon’s  examination  found,  “dim- 
pling and  a 3 -cm  mass.”  The  location  of  the 
mass  corresponded  to  the  area  of  the  calci- 
fications reported  by  the  mammographer. 


What  was 
notable 
about  this 
visit  to  the 
mammogra- 
phy clinic 
was  that  the 
sign-in  form 
included  the 
family  his- 
tory that  an 
aunt  and  a 
cousin  had 
died  of 
breast  can- 
cer. 


Number  4 


September  1999  • 133 


This  case  demonstrated  again  that  in  a swearing  contest 
between  the  patient  and  the  physician  as  to  what  was  said  or 
done  in  the  encounter  between  the  two,  the  physician  is  at  a 
tremendous  disadvantage  unless  the  contemporaneous  record 
of  that  encounter  describes  it  in  some  detail. 


A biopsy  was  done,  and  the  di- 
agnosis of  cancer  was  confirmed.  A 
week  later  a modified  radical  mastec- 
tomy was  done,  and  two  out  of  13 
nodes  were  found  positive  for  malig- 
nancy. 

The  patient  was  treated  with  the 
routine  radiation  and  chemotherapy 
protocol,  and  at  three  years  after  the 
operation  she  is  clinically  free  of  dis- 
ease. A lawsuit  was  filed  charging  the 
obstetrician  with  failure  to  do  a proper 
breast  examination,  failure  to  refer  for 
mammography  and  failure  to  refer  to  a 
surgeon.  Three  years  after  the  surgery, 
with  the  patient  apparently  healthy 
and  free  of  disease,  the  case  was  settled 
for  a large  sum  of  money. 

Loss  Prevention  Comments 

This  case  demonstrated  again  that 
in  a swearing  contest  between  the 
patient  and  the  physician  as  to  what 
was  said  or  done  in  the  encounter 
between  the  two,  the  physician  is  at 
a tremendous  disadvantage  unless 
the  contemporaneous  record  of  that 
encounter  describes  it  in  some  detail. 
Here  the  patient  said  that  she  told  the 
doctor  of  the  lump  she  found  in  her 
breast.  There  was  no  record  of  the 
history  having  been  taken  by  her  doc- 
tor when  she  came  in  for  her  annual 
examination.  Supporting  evidence  for 
the  lack  of  history  was  the  sign-in  card 
in  the  mammography  clinic  which,  on 
both  occasions,  recorded  the  positive 
family  history  for  breast  cancer.  Sup- 
porting the  contention  that  the  defen- 
dant physician  had  not  done  a careful 
breast  examination  was  the  consulting 
surgeon’s  finding  of  “dimpling”  and  a 
“3 -cm  mass”  just  nine  months  after  the 
examination  in  question. 

It  is  reasonable  to  conclude  that 
the  patient  was  concerned  about  her 
suspicions  of  a lump  in  her  left  breast 
because  she  referred  herself  to  the 
mammography  facility.  She  did  not 
call  for  an  appointment  with  her  doc- 
tor before  or  after  the  X-ray  exami- 
nations. The  plaintiff  attorney’s  con- 
tention was  that  she  was  already  dis- 


satisfied with  her  obstetrician’s  exami- 
nations and  his  failure  to  examine  her 
complaints. 

Things  would  have  been  a lot  dif- 
ferent both  clinically  and  legally  if 
she  had  been  called  in  and  reexam- 
ined by  her  obstetrician  after  the  first 
mammogram.  At  that  visit  he  could 
have  expressed  his  own  concern  for 
her  apprehension,  and  on  the  basis 
of  his  examination  either  referred  her 
to  the  consulting  surgeon  for  his 
opinion  or  followed  her  more  closely 
himself.  There  is  no  substitute  for  the 
empathy  expressed  by  the  attention 
of  the  physician  to  the  concerns  of 
the  patient  in  a situation  of  this  kind. 

There  were  very  credible  nation- 
ally known  experts  in  pathology,  on- 
cology and  surgery  who  were  ready  to 
support  this  physician  as  to  the  facts 
that  had  the  lesion  been  found  at  the 
initial  examination,  it  would  have 
made  absolutely  no  difference  in  the 
prognosis.  They  further  expressed  the 
opinion  that  given  the  postoperative 
treatment  by  radiation  and  chemo- 
therapy and  the  fact  that  three  years 
later  she  was  clinically  free  of  disease, 
her  chances  of  dying  of  her  disease  was 
probably  10%  or  less. 

However,  the  plaintiff  attorney 
can  buy  the  kind  of  experts  he  or  she 
needs  in  cases  like  this  and  others. 
Plaintiff  attorneys  keep  careful  files  of 
the  experts  who  can  and  will  give  a 
contrary  opinion  to  the  testimony  of 
defense  experts.  It  is  from  this  data- 
base that  their  experts  are  chosen.  It 
seems  not  to  make  much  difference 
that  though  these  experts  many  times 
have  academic  affiliations  from  pres- 
tigious institutions,  they  have  little 


hands-on  clinical  practice  and  make 
a career  out  of  testifying  for  the  plain- 
tiff. The  distinction  between  the  cred- 
ible and  the  “for  hire”  experts  is  left 
to  a lay  jury,  and  in  this  case  that  was 
a gamble  the  defendant  physician  was 
not  willing  to  take. 

The  lessons  to  learn  are  two.  The 
first  is  to  listen  to  the  patient’s  story 
and  to  deal  with  concerns  expressed 
in  words  or  behavior.  This  patient  ex- 
pressed her  anxiety  about  her  condi- 
tion by  going  to  the  mammographer 
without  telling  her  physician.  Once 
he  knew  that,  he  would  have  been 
better  served  by  calling  her  in  for  fur- 
ther consultation.  The  second  lesson 
is  to  document  carefully  the  history 
and  physical  examination.  Critical  el- 
ements of  the  history  did  not  appear 
in  the  physician’s  record  but  first  ap- 
pear in  the  radiologist’s  sign-in  card. 
More  attention  to  the  documenta- 
tion of  the  record  and  to  the  ex- 
pressed concerns  of  the  patient  would 
probably  have  prevented  this  lawsuit. 
After  all,  that  is  what  we  are  trained 
to  dolB 

The  case  of  the  month  is  taken  from 
actual  Tennessee  closed  claims . An  attempt 
is  made  to  fictionalize  the  material  in  order 
to  make  it  less  easy  to  identify.  If  you  rec - 
ognize  your  own  case,  please  be  assured 
that  it  is  presented  solely  for  the  purpose  of 
emphasizing  the  issues  presented. 

Dr.  Avery  is  a member  of  the  Loss 
Prevention  Committee,  State  Volunteer 
Mutual  Insurance  Co.,  Brentwood, 
Tenn.  This  article  appeared  in  the  De- 
cember 1 998  issue  of  Tennessee  Medi- 
cine. It  is  reprinted  with  permission. 
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Tickborne  Diseases 
in  Arkansas,  1994-1998 


STATE 


HEALTH 

WATCH 


Tickborne  diseases  continue  to  pose  significant  health 
problems  for  residents  and  visitors  of  Arkansas.  While  some 
cases  of  illness  are  reported  as  Lyme  disease,  more  cases  of 
Rocky  Mountain  Spotted  Fever  (RMSF),  ehrlichiosis  and 
tularemia  are  reported. 

Four  hundred  and  four  cases  of  these  diseases  (Fig.  1 ) 
were  reported  by  Arkansas  physicians  during  1994-1998, 
and  an  unknown  number  of  cases  were  undoubtedly 
avoided  by  prompt  appropriate  treatment.  Seven  deaths 
were  recorded  among  the  cases:  three  from  RMSF  and 
four  associated  with  ehrlichiosis. 

Lyme  disease  has  been  the  most  frequently  reported 
tickborne  disease  in  the  United  States  in  recent  years.  It 
is  still  found  predominantly  in  limited  areas  of  high  in- 
cidence, and  the  diagnosis  is  problematic  outside  those 
areas.  In  Arkansas,  the  causative  organism  has  not  been 
demonstrated  in  ticks,  which  are  potential  vectors.  Nor 
have  cases  been  confirmed  by  the  two-step  serological 
testing  recommended  by  the  Centers  for  Disease  Con- 
trol and  Prevention. 

The  CDC  states  that  false-positive  tests  are  probable 
in  areas  of  low  Lyme  disease  incidence,  such  as  Arkan- 
sas, and  diagnosis  requires  confirmation  of  EIA  screen- 
ing tests  by  Western  blot  testing.  If  desired,  the  Arkan- 
sas Department  of  Health  will  provide  testing  for  Lyme 
disease  and  other  tickborne  diseases  at  no  charge.  Pref- 
erably, both  acute  and  convalescent  serum  samples 
should  be  submitted  with  a request  for  a tickborne  dis- 
ease panel.  Specimens  may  be  submitted  separately,  but 
since  no  single  titer  is  diagnostic  by  itself,  convales- 
cent serum  testing  should  be  done  to  confirm  a clinical 
impression. 

Tickborne  diseases  are  likely  to  occur  in  residents  in 
any  county  in  the  state,  as  tick  exposure  may  occur  at  a 
person’s  place  of  residence  or  occupation,  as  well  as  dur- 
ing recreational  activities. 

The  probability  of  infection  varies  seasonally,  with 
fewer  infections  reported  during  the  winter  months.  Tick 
populations  increase  in  number  during  spring  months,  and 
more  infections  occur  in  June  than  in  any  other  month 

(Fig.  2). 

Children  in  the  0-14  year  age  group  have  the  greatest 
probability  of  having  an  infection  reported  (Fig.  3).  This 
probably  reflects  their  greater  risk  of  exposure  through  rec- 


Reported  Tickborne  Disease  Cases  in  Arkansas 
1994-1998 


1994 

1995 

1996 

1997 

1998 

RMSF 

18 

31 

22 

33 

24 

Tularemia 

23 

22 

24 

24 

26 

Ehrilichiosis 

12 

14 

7 

22 

13 

Lyme  Disease 

15 

12 

27 

27 

8 

Figure  1 


Reported  Tickborne  Disease  Cases  in  Arkansas 
1994-1998  by  Month  of  Onset 
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Reported  Tickborne  Disease  Cases  in  Arkansas 
1994-1998  by  Age  Group 
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Figure  3 

reation  or  through  contacts  with  their  pets.  Sixty-nine  per- 
cent of  cases  are  males,  reflecting  a greater  risk  of  exposure 
through  occupational  or  recreational  activities.  ■ 

For  more  information  concerning  tickborne  diseases  in  Ar- 
kansas, call  the  ADH  Division  of  Epidemiology  at  (501)  661- 
2893  during  normal  business  hours. 
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Fractures  from  osteoporosis  are  a 
major  public  health  problem  in  the 
western  world.1  Osteoporosis  is  a crip- 
pling condition  that  results  in  prema- 
ture mortality  and  significant  morbid- 
ity, which  may  be  manifested  in  the  form 
of  fractures,  bone  deformity  and  chronic 
pain.2 

Osteoporosis  is  one  of  the  most 
prevalent  diseases  of  aging,  affecting 
more  than  25  million  people  in  the 
United  States,  80  percent  of  whom  are 
women.3  It  is  responsible  for  approxi- 
mately 250,000  hip  fractures  a year  and 
an  annual  total  of  1.5  million  fractures 
in  the  United  States.4  Among  women  in 
1991,  annual  incidences  of  osteoporotic 
fractures  were  more  than  1 million.5 
When  a woman  enters  her  fifth  decade 
of  life,  she  has  a 40%  chance  of  experi- 
encing an  osteoporotic  fracture  sometime 
during  her  remaining  lifetime.6 

The  economic  cost  of  osteoporotic 
fracture  is  estimated  to  be  $13.8  billion 
annually  of  which  $10.3  billion  is  for 
treatment  of  white  women.7  As  the  popu- 
lation ages,  and  medical  costs  escalate, 
estimates  are  staggering.  Considering  the 
growth  of  this  aging  group,  the  annual 
number  of  hip  fractures  could  triple  by 
the  year  2040.  One  conservative  estimate 
states  that  the  cost  of  hip  fractures  alone 
will  escalate  to  approximately  $240  bil- 
lion by  the  year  2040.8 

Women  who  are  underweight  are  at 
risk  for  osteoporosis  and  associated  frac- 
tures. 


Research  indicates  that  body  weight 
and  total  body  fatness  are  significant  and 
consistent  predictors  of  bone  density.9  The 
purpose  of  this  study  was  to  determine  the 
significance  of  body  mass  index  in  the  oc- 
currence of  osteoporotic  fracture  among 
a national  sample  of  women  50  years  and 
older.  Implications  for  medical  practice 
also  were  described. 

Methods 

Subjects  included  in  this  study  were 
participants  in  the  Third  National  Health 
and  Nutrition  Examination  Survey 
(NHANES  III),  Phase  1.  Data  for 
N HANES  III  were  collected  from  1988 
to  1994.  This  large-scale  national  health 
survey  was  conducted  by  the  National 
Center  for  Health  Statistics.  Household 
interviews  included  demographic,  socio- 
economic, dietary  and  health  history 
items.  For  purposes  of  this  study,  only 
women  50  years  and  older  were  studied 
because  osteoporosis  had  been  studied 
most  extensively  in  older  women  because 


these  women  were  considered  at  risk  for 
osteoporotic  fracture.6  The  sample  for 
this  study  included  2,336  women  50  years 
and  older. 

The  nine  predictor  variables  that 
were  examined  in  this  study  were  fre- 
quently cited  risk  factors  for  osteoporotic 
fracture.1  They  included  age,  race,  bio- 
logical mothers’  osteoporosis  status,  bio- 
logical mothers’  hip  fracture  status,  body 
mass  index  (BMI),  physical  activity, 
smoking  status,  alcohol  use  and  dairy 
product  intake. 

Age  and  race  were  based  on  self-re- 
ported information.  Age  was  defined  as 
age  in  months  or  years  at  the  time  of  the 
household  interview.  This  value  was  cal- 
culated using  date  of  interview  and  date 
of  birth.  Subjects  were  classified  into  age 
groups  of  50-64  years  and  65  years  and 
older.  Women  65  years  and  older  have 
been  recognized  as  a high-risk  group  for 
osteoporotic  fractures.8  Regarding  race, 
subjects  were  classified  as  non-Hispanic 
white,  non-Hispanic  black,  Hispanic 
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American  and  other. 

Tire  influence  of  heredity  was  deter- 
mined  by  self-reported  information  ob- 
tained from  two  questionnaire  items: 
“Was  your  biological  mother  ever  told 
by  a doctor  that  she  has  osteoporosis, 
sometimes  called  thin  or  brittle  hones?” 
and  “Did  your  biological  mother  ever 
fracture  her  hip?”  Subjects  were  classi- 
fied according  to  their  responses  of  “yes,” 
“no”  or  “I  don’t  know.” 

To  examine  the  effects  of  body  size, 
body  mass  index  (BMI)  values  were  cal- 
culated from  height  and  weight  infor- 
mation. Participants  were  grouped  into 
four  BMI  categories.  Subjects  were  clas- 
sified as  underweight  (BMI  less  than  20), 
acceptable  weight  (BMI  between  20  and 
25),  overweight  (BMI  between  25.1  and 
30)  and  severely  overweight  and  obese 
(BMI  greater  than  30). 

Physical  activity  information  was 
obtained  from  responses  to  the  follow- 
ing items:  “In  the  past  month,  how  of- 
ten did  you:  walk  a mile  or  more  at  a 
time  without  stopping;  jog  or  mn;  ride  a 
bicycle  or  an  exercise  bicycle;  swim;  do 
aerobics  or  aerobic  dancing;  do  other 
dancing;  do  calisthenics  or  exercises;  do 
gardening  or  yard  work;  lift  weights;  do 
other  exercises,  sports  or  physically  ac- 
tive hobbies  not  mentioned?”  Data  from 
each  of  these  responses  were  summarized 
to  yield  a total  frequency  of  physical  ac- 
tivity variable.  Physical  activity  was  de- 
fined in  terms  of  frequency  per  week. 

For  general  fitness,  20  minutes  of  ex- 
ercise three  times  a week  is  recommended, 
however,  specific  guidelines  do  not  exist 
for  bone  health.5  Several  studies  on  bone 
density  and  exercise  suggest  exercise  fre- 
quencies of  three  times  a week  while  some 
evidence  suggests  more  moderate  activity 
of  two  times  a week  may  be  beneficial. 
Therefore,  this  study  examined  both  ac- 
tivity levels. 

Two  analyses  were  conducted  to  de- 
termine if  differences  occur  at  activity  lev- 
els of  three  times  a week  or  more  and  lev- 
els of  two  times  a week  or  more.  The  first 
physical  activity  analysis  classified  partici- 
pants who  reported  that  they  performed 
any  or  a combination  of  the  activities  on 
average  of  three  times  per  week  as  physi- 


Table 1:  (N=2,336) 

Prevalence  of  Risk  Factors 
and  Osteoporosis-Related  Outcomes 

Characteristic  Frequency  Proportion 

of  Occurrence  of  Sample 

Age  in  years 


50-64 

867 

37% 

>64 

1469 

63% 

Race 

White 

1373 

59% 

Black 

506 

21% 

Hispanic 

410 

18% 

Other 

47 

2% 

Body  mass  index 

<20  (underweight) 

399 

17% 

20-25  (normal  weight) 

966 

41% 

25.1-30  (overweight) 

556 

24% 

>30  (severely  overweight) 

415 

18% 

Physical  activity 

<2  times  per  week 

1572 

67% 

>2  times  per  week 

764 

33% 

>3  times  per  week 

586 

25% 

Cigarette  use 

Current  smoker 

398 

17% 

Former  smoker 

547 

23% 

Non-smoker 

1391 

60% 

Alcohol  use 

>1  drink  per  day 

81 

4% 

<1  drink  per  day 

2255 

96% 

Dairy  Product  Use 

>2  servings  per  day 

574 

25% 

<2  servings  per  day 

1762 

75% 

Osteoporosis  Outcomes 

Diagnosis 

179 

8% 

Hip  fracture 

180 

8% 

Wrist  fracture 

44 

2% 

Spinal  fracture 

8 

1% 

cally  active  and  they  were  compared  with 
subjects  who  exercise  less  than  three 
times  a week.  The  second  activity  analy- 
sis classified  participants  who  exercised 
two  or  more  times  a week  versus  those 
who  were  active  less  often  than  twice  a 
week. 

Smoking  information  was  obtained 
from  responses  to  the  following  items: 
“Have  you  ever  smoked  at  least  100  ciga- 
rettes during  your  entire  life?”  and  “Do 
you  smoke  cigarettes  now?”  Subjects  who 
reported  they  have  smoked  at  least  100 
cigarettes  in  their  lifetime  and  that  they 
are  currently  smoking  were  classified  as 
smokers.  Participants  who  reported  they 
had  smoked  at  least  100  cigarettes  in  their 
lifetime  but  were  not  currently  smoking 


were  classified  as  former  smokers.  Subjects 
who  stated  that  they  had  never  smoked 
more  than  100  cigarettes  during  their  life- 
times were  considered  nonsmokers. 

Alcohol  use  was  measured  from  food 
frequency  information.  Subjects  were 
asked,  “How  many  times  in  the  past  month 
have  you  consumed  beer,  wine  or  hard  li- 
quor?” The  dietary  guidelines  for  Ameri- 
cans recommend  that  alcohol  consump- 
tion be  limited  to  the  equivalent  of  less 
than  1 ounce  of  pure  alcohol  in  a single 
day.10  Rationale  for  alcohol  analysis  was 
based  on  this  recommendation  and  defi- 
nition of  moderation.  Subjects  were 
grouped  according  to  reported  consump- 
tion of  one  or  more  times  a day  (modera- 
tion or  greater)  versus  less  than  one  time 
a day. 

Dairy  product  intake  was  selected  to 
obtain  information  regarding  calcium  in- 
take. Data  from  food  frequency  informa- 
tion were  analyzed.  Food  frequency  infor- 
mation is  useful  as  it  helps  pinpoint  food 
groups,  and  therefore  nutrients  that  may 
be  deficient  in  the  diet.  Dairy  consump- 
tion may  assist  in  determining  whether 
calcium  may  be  lacking  in  the  diet.  Sub- 
jects were  asked  how  often  they  consumed 
milk,  yogurt,  cheese  and  ice  cream.  Re- 
sponses to  these  questions  were  summa- 
rized to  give  a total  number  of  dairy  prod- 
ucts consumed  per  day. 

National  health  objectives  recom- 
mend that  people  25  years  and  older  con- 
sume two  or  more  servings  of  calcium-rich 
foods  daily.8  Therefore,  subjects  who  re- 
ported they  consumed  these  products  two 
or  more  times  a day  were  compared  with 
those  who  consume  dairy  products  less 
than  two  times  a day. 

The  outcome  variable,  osteoporotic 
fracture  status,  was  measured  by  self-re- 
ported infomration  obtained  from  the  fol- 
lowing items:  “Has  a doctor  ever  told  you 
that  you  had  broken  or  fractured  your  hip, 
wrist  or  spine?”  and  “Was  that  fracture  a 
result  of  a fall  from  standing  height  or  less, 
harder  fall  or  severe  trauma?”  Women  who 
responded  “yes”  to  a fracture  question  and 
“yes”  to  the  fracture  being  a result  of  a fall 
from  standing  height  or  less  were  classi- 
fied as  positive  for  osteoporotic  fracture  sta- 
tus. 
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To  determine  the  significance  of  body 
mass  index  and  other  risk  factors  in  the 
occurrence  of  fracture,  stepwise  logistic 
regression  procedure  was  used.  Statistical 
tests  were  performed  using  Statistical 
Analysis  System  (SAS)  programs.  SAS 
programs,  widely  used  in  social  science 
research,  are  commonly  used  for  multi- 
variate analyses. 

Results 

The  sample  consisted  of  2,336 
women  50  years  and  older.  The  mean  age 
of  the  women  in  this  study  was  68.8  years 
(SD=  11.5,  range  50-100).  Thirty-eight 
percent  (867)  of  the  women  were  50-64 
years  while  63%  ( 1 ,469)  were  65  years  or 
older.  Fifty-nine  percent  (1,373)  were 
white,  22%  (506)  were  black,  18%  (410) 
were  Hispanic  American  and 
2%  (47)  were  from  other 
ethnicities.  Oversampling 
of  older  and  minority  popu- 
lations, a unique  feature  of 
NHANES  III,  is  evident  in 
these  frequencies.  Table  1 
includes  a description  of  the 
frequencies  of  risk  factors 
and  osteoporosis  outcomes. 

Table  2 displays  results 
of  logistic  regression  analy- 
ses and  the  quantitative 
predictive  model  gener- 
ated. Results  indicated  that 
race,  age,  BMI  and  inactiv- 
ity were  significant  risk  fac- 
tors. Analysis  of  race  was  conducted  us- 
ing white  as  the  reference;  results  indi- 
cated that  being  black  is  a significant  pro- 
tective factor  (O.R. =0.186,  C.I. =0.100, 
0.349)  as  well  as  being  Hispanic 
(O.R.=0.477,  C.I. =0.295,  0.772).  Being 
65  years  of  age  or  older  was  a significant 
risk  (O.R.=  5.390,  C.I .=  3.273,  8.878). 
Being  underweight  (O.R.= 1.427,  1.000, 
2.037)  and  inactive  (O.R.  = 1.838, 
C.I. =1.293,  2.613)  also  were  significant 
risk  factors.  Body  mass  index  was  inde- 
pendently significant  when  controlling 
for  age,  race  and  inactivity.  Factors  that 
were  not  significant  included:  mothers’ 
osteoporosis  status,  mothers’  hip  fracture 
status,  smoking  status,  alcohol  use  and 
dairy  product  intake. 

Black  women  were  19%  less  likely  to 


suffer  a fracture  than  white  women.  His- 
panic women  had  48%  fewer  odds  of  ex- 
periencing a fracture  than  white  women. 
Women  65  years  or  older  were  4.39  times 
more  likely  than  women  50-64  years  to 
suffer  an  osteoporotic  fracture.  Women 
with  low  BMI  were  43%  more  likely  to 
experience  fractures  than  women  in  BMI 
categories  of  normal,  overweight  or  se- 
verely overweight.  Inactive  women  had 
84%  greater  odds  of  suffering  fracture 
than  females  who  were  active  two  or  more 
times  per  week. 

Discussion 

Research  indicated  that  body  weight 
and  total  body  fatness  were  significant  and 
consistent  predictors  of  bone  density. 
Studies  also  indicate  that  low  BMI  was  a 
significant  and  inde- 


xable 2:  (N=2 ,336) 

Significant  Correlates 
for  Osteoporotic  Fracture 


Variable 


P Value 


Odds 

Ratio 


Confidence 

Interval 


Black 

0.0001 

0.186 

0.100,  0.349 

Hispanic 

0.0026 

0,477 

0.295,  0.772 

Age  (>  65  years) 

0.0001 

6.390 

3.273,  8.878 

BMI  (low) 

0.0500 

1 A27 

1.000,2.037 

Inactivity  (<  2 times/wk) 

0.0007 

1.838 

1.293,2.613 

Nonsignificant  variables:  mothers'  osteoporosis  status,  mothers’  hip  fracture 
status,  smoking  status,  alcohol  use,  dairy  product  intake. 

pendent  risk  factor  for  osteoporotic  frac- 
tures and  fall  severity. 

The  present  study  confirmed  prior 
research,  supporting  the  idea  that  under- 
weight women  are  at  high  risk  for  os- 
teoporotic fracture.  In  the  present  study, 
low  BMI  was  a significant  and  indepen- 
dent risk  factor. 

Previous  research  indicated  that  obe- 
sity may  have  a protective  effect  against 
osteoporosis  possibly  due  to  higher  blood 
levels  of  estrogen  in  obese  postmeno- 
pausal women  or  due  to  the  mechanical 
effects  of  excess  weight  on  bones.  Results 
from  the  present  study  confinned  the  pro- 
tective effect  of  obesity  when  compared 
to  underweight  subjects.  The  present 
study  indicated  that  overweight  and  se- 
verely overweight  women  were  at  reduced 


risk  for  osteoporotic  fracture  when  com- 
pared to  underweight  women. 

Logistic  regression  analyses  in  the 
present  study  were  conducted  with  nor- 
mal BMI  as  the  reference  group.  Results 
indicated  no  significant  differences  be- 
tween the  normal  weight  group,  the  over- 
weight group  and  the  severely  overweight 
group.  These  results  suggested  that  be- 
ing overweight  (and  even  severely  over- 
weight) was  only  preferable  to  being  un- 
derweight. 

Implications 

Results  obtained  from  the  present 
study  have  implications  for  medical  prac- 
tice. Designing  screening  procedures  that 
target  strong  independent  risk  factors  is 
a primary  goal  in  effectively  preventing 
and  treating  people  with  conditions  and 
diseases.  Low  BMI  was  classi- 
fied as  a strong,  independent 
risk  factor  for  fracture.  This  in- 
dicated the  need  for  women 
who  are  underweight  to  be 
screening  for  osteoporosis. 

In  addition,  this  has  im- 
plications for  prevention  and 
treatment.  Prevention  and 
treatment  guidelines  should 
promote  achievement  and 
maintenance  of  healthy  body 
weights.  A balanced  diet  that 
includes  adequate  calories  to 
promote  weight  gain  will  in- 
clude two  or  more  servings  of 
dairy  foods.  While  this  study  showed  no 
significant  benefit  of  dairy  product  in- 
take, dairy  foods  are  an  important  part 
of  a balanced  diet  and  can  be  an  impor- 
tant component  of  this  strategy. 

Findings  from  the  present  study  and 
from  previous  research  also  point  to  the 
need  for  prevention  interventions  that 
target  women  earlier  in  their  lives.  Young 
women  should  be  informed  about  the 
risks  of  osteoporotic  fractures.  Mainte- 
nance of  healthy  body  weights,  nutrition 
education,  smoking  cessation  and  physi- 
cal activity  interventions  were  suggested 
in  younger  years  for  osteoporosis  and  frac- 
ture prevention. 

This  is  a challenging  task  in  a soci- 
ety that  promotes  an  excessively  thin 
body  image  for  women.  Many  women 
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perceive  the  need  to  adhere  to  unrealis- 
tic  ideals  for  body  weight  and  devalue 
themselves  if  they  do  not  conform  to 
them.  Even  many  beautiful,  normal- 
weight  female  adolescents  perceive  that 
they  are  too  fat.  In  one  study,  an  alarm- 
ing two-thirds  of  adolescent  girls  were 
dissatisfied  with  their  body  weight  and 
shape.  As  a result,  young  women,  in  their 
pursuit  of  attractiveness,  often  engage  in 
behaviors,  including  eating  disorders, 
which  promote  excessive  weight  loss  and 
predispose  themselves  to  a host  of  health 
problems,  including  osteoporosis. 

Health  professionals  can  be  alert  to 
these  potential  problems  and  attempt  to 
identify  them  early  in  susceptible  young 
women.  Disordered  eating  patterns  are 
extraordinarily  common  among  young, 
white,  middle-  and  upper-class  girls.  Help- 
ing young  women  discard  society’s  unre- 
alistic, unhealthy  images  is  part  of  pre- 
vention. 

Results  of  the  present  study  point  to 
the  need  for  educational  materials  regard- 
ing osteoporosis  to  include  the  strong  ef- 


fect of  BMI  on  the  development  of  this 
disease.  Existing  counseling  literature  fo- 
cuses on  calcium  intake  and  minimizes 
the  importance  of  body  weight.  Through 
active  intervention  health  care  profes- 
sionals can  work  together  to  reduce  the 
impact  of  osteoporosis.  ■ 
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of  a Myocardial  Infarction: 
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Figure  Legend  1.  Right  anterior  oblique  projection  of  the  cardiac  silhouette.  The  injec- 
tion is  in  the  left  ventricular  cavity.  The  darker  area  (large  arrow)  indicates  that  the  right 
ventricle  also  is  opacified  due  to  transseptal  flow  of  the  radiographic  contrast  from  the  left 
to  the  right  ventricle. 


Rupture  of  the  inter  ventricular 
septum  (VSR)  is  a serious  mechanical 
complication  of  myocardial  infarction 
and  occurs  in  L3%  of  all  acute  myocar- 
dial infarctions.1  If  treated  conserva- 
tively, mortality  is  50%  in  one  week  and 
approaches  90%  at  two  months.2  VSR 
accounts  for  approximately  5%  of  peri- 
infarction  deaths.3  We  recently  cared  for 
a patient  who  sustained  this  mechani- 
cal complication  after  a myocardial  inf- 
arction and  reviewed  the  diagnosis  and 
treatment  of  this  condition. 

Patient  Presentation 

Hospital  Admission  #1 

A 65 -year-old  man  was  admitted  to 
the  hospital  with  chest  pain  consistent 
with  myocardial  ischemia  and  was 
found  to  have  enzymatic  evidence  of  a 
non-Q  wave  myocardial  infarction.  He 
was  treated  with  aspirin,  heparin  and 
beta-hlocker  therapy.  His  past  medical 
history  was  significant  for  systemic  ar- 
terial hypertension,  hypercholester- 
olemia, coronary  artery  disease  and 
coronary  artery  bypass  graft  surgery  in 
1989  (see  complete  problem  list,  Table 
1).  Cardiac  catheterization  revealed 
severe  three-vessel  native  coronary  ar- 
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Table  1 - Complete  Cardiac  Diagnosis 

Etiology:  Atherosclerosis,  Systemic  Arterial  Hypertension 

Anatomy:  Cardiac  Catheterization : 90%  proximal  LAD  artery 

obstruction;  90%  proximal  left  circumflex  artery  obstruction. 
RCA  branches  in  the  mid-portion  and  the  superior  branch  is 
totally  occluded.  LIMA  to  LAD  and  saphenous  vein  graft  to 
obtuse  marginal  artery  is  patent. 

Electrocardiogram : Ventricular  Septal  Defect  in  high  inferior 
muscular  portion  of  the  septum.  Normal  left  ventricular  wall 
thickness.  Normal  morphology  of  the  mitral  valve. 

Physiology:  Electrocardiogram : Normal  sinus  rhythm,  rightward 
axis,  first  degree  A-V  block  and  anteroseptal  infarct. 
Electrocardiogram:  Normal  left  ventricular  systolic  function, 
estimated  LVEF  >55%.  Infero-septal  dyskinesis.  Pulmonary  to 
Systemic  blood  flow  ratio  2:1. 

Functional:  Class  IV 


Objective:  Severely  Compromised 


tery  disease  with  total  occlusion  at  mid- 
right  coronary  artery.  There  were  patent 
vein  grafts  to  the  left  anterior  descend- 
ing and  obtuse  marginal  arteries.  Left 
ventriculography  showed  inferior  basi- 
lar akinesis  and  the  calculated  left  ven- 
tricular ejection  fraction  was  55%.  He 
remained  free  of  chest  pain  and  was  dis- 
charged to  home  five  days  later  on  medi- 
cal regimen  consisting  of  an  aspirin,  beta- 
blocker,  angiotensin  converting  enzyme 
inhibitor  and  a lipid  lowering  agent. 

Hospital  Admission  #2 

Two  days  after  discharge,  he  was  re- 
admitted with  recurrent  chest  pain  and 
shortness  of  air.  There  was  marked  jugular 
venous  distention  and  inspiratory  crack- 
les in  both  lung  bases.  A new  grade  III/IV 
harsh  holosystolic  murmur  was  heard  at 
left  lower  sternal  border.  Admission  chest 
X-ray  showed  pulmonary  edema. 

A bedside  echocardiography  found  a 
color-flow  defect  high  in  the  inferior  mus- 
cular portion  of  the  interventricular  sep- 
tum with  an  estimated  pulmonary  to  sys- 
temic blood  flow  ratio  of  2:1.  Left  ven- 
tricular systolic  function  was  normal. 

The  patient  was  hemodynamically 
stable  and  underwent  an  attempted  sur- 
gical repair  of  the  defect.  He  is  now  is  at 
home  recuperating. 

Discussion 

Pathophysiology 

In  1957,  Cooley  reported  the  first 
operative  repair  of  VSR,  prior  to  which 
was  nearly  always  fatal.4  VSR  may  occur 
in  patients  with  limited  coronary  artery 
disease.5  In  a necropsy  series  reported  by 
Mann  and  Roberts,  patients  who  sus- 
tained a VSR  after  a myocardial  infarc- 
tion had  less  severe  coronary  artery  dis- 
ease than  those  who  died  after  a myo- 
cardial infarction  without  a VSR.6  Of 
note,  25%  of  patients  who  died  after 
VSR  were  found  to  have  only  one  ves- 
sel with  greater  than  75%  luminal  nar- 
rowing. Angiographic  studies  indicate 
that  most  patients  with  VSR  have  inad- 
equate collateral  blood  flow.  Also,  a vast 
majority  of  patients  diagnosed  with  post- 
myocardial  infarction  VSR  have  no  prior 
history  of  myocardial  infarction.  6’7'8,9’10 
Together,  these  findings  suggest  myocar- 


dial infarction  in  an  area  poorly  supplied 
with  collateral  blood  flow  predisposes 
to  VSR. 

VSR  most  commonly  occurs  dur- 
ing the  first  week  after  myocardial  inf- 
arction.' Typically,  patients  present 
with  acute  onset  of  cardiogenic  shock. 
A new  holosystolic  murmur  is  the  most 
common  physical  finding.  Approxi- 
mately one  half  of  the  patients  also  will 
have  a thrill  over  the  precordium. 
Venous  pressure  is  elevated.  Chest  ra- 
diography shows  prominent  vascular- 
ity, but  frank  pulmonary  edema  is  in- 
frequent. According  to  Mann,  electro- 
cardiographic localization  of  myocardial 
infarction  has  very  good  correlation 
with  location  of  the  VSR.6 

Natural  History 

Without  surgical  intervention,  60% 
of  patients  develop  rapid  hemodynamic 
deterioration  within  a week  resulting  in 
death  from  cardiogenic  shock.  The  re- 
mainder of  patients  remain  in  severe 
symptomatic  heart  failure,  which  pro- 
gressively worsens,  resulting  in  90% 
mortality  over  two  months  with  medi- 
cal therapy  alone. 

Diagnosis 

The  differential  diagnosis  in  a pa- 


tient with  a new  onset  systolic  murmur 
after  acute  myocardial  infarction  in- 
clude papillary  muscle  dysfunction  or 
rupture,  ventricular  septal  rupture,  peri- 
cardial rub,  tricuspid  regurgitation  and 
left  ventricular  outflow  tract  obstruction. 
After  history  and  physical  examination, 
echocardiography  is  the  diagnostic 
method  of  choice  in  a patient  who  is 
post-myocardial  infarction  and  has  a sys- 
tolic murmur.  With  the  addition  of  Dop- 
pler color  flow  mapping,  the  sensitivity 
approaches  100%. 11 

Echocardiography  shows  the  location 
of  the  dismpted  myocardium  as  well  as 
the  shunt  direction  with  an  estimation  of 
pulmonary  and  systemic  blood  flow.  Oc- 
casionally, transesophageal  echocardi- 
ography may  be  necessary  in  a patient  with 
inadequate  transthoracic  echo  image. 
Right  heart  catheterization  also  is  used  to 
diagnose  VSR.  An  increase  in  oxygen 
saturation  between  the  right  atrium  and 
right  ventricle  is  diagnostic. 

Management 

Conservative  treatment  of  a post- 
myocardial  infarction  VSR  carries  a dis- 
mal prognosis  and  therefore  definitive 
treatment  must  be  surgical  correction  of 
the  septal  defect.  The  optimal  timing  of 
surgical  correction  of  VSR  is  controver- 


Number  4 


September  1999  • 143 


sial.  The  debate  steins  from  the  knowb 
edge  regarding  myocardial  healing  after 
infarction  as  observed  by  Mallory  in 
1939.12 

According  to  his  observation,  collagen 
fibers,  which  are  responsible  for  mechani- 
cal strength  in  the  scars,  do  not  appear 
until  12  days  after  infarction  and  attain 
their  highest  density  at  two  months.  It  was 
therefore  postulated  and  practiced  during 
the  1960s  to  wait  for  several  weeks  before 
surgical  correction  would  he  attempted. 
Alternative  strategies  to  perform  earlier 
surgical  conection  were  undertaken  by 
many  surgical  groups  during  the  1970s  be- 
cause many  of  the  patients  would  either 
die  or  develop  ineversible  hemodynamic 
deterioration  while  waiting  for  repair. 

Historically,  the  operative  mortality 
is  high  in  patients  operated  on  early 
rather  than  late.  However,  multivariate 
analysis  done  hy  Gaudiani  showed  the 
time  interval  between  occunence  of  VSR 
and  surgery  in  itself  is  not  a significant 
factor  for  mortality  and  most  likely  rep- 
resents the  natural  course  of  the  disease.8 
At  present,  there  is  no  consensus  regard- 
ing optimum  timing  for  surgery. 

The  surgical  correction  involves 
approach  to  the  ruptured  septum 
through  the  infarcted  myocardium,  and 
the  septal  defect  is  repaired  either  hy 
placing  a prosthetic  patch  or  direct  pli- 
cation. Infarctectomy  also  is  performed 
when  appropriate.13  Concurrent  coro- 
nary artery  bypass  has  not  been  shown 
to  improve  outcome  hut  is  done  at  the 
individual  operator’s  preference.  Medi- 
cal therapy  prior  to  surgical  correction 
includes  afterload  reducing  agents,  di- 
uretics and  inotropic  support  if  neces- 
sary. An  intra-aortic  balloon  pump  is 
frequently  used  in  case  of  hemody- 
namic collapse. 

The  operative  mortality  between 
1973  and  1987,  comparing  a total  of 
585  patients  in  23  published  surgical 
series,  had  an  overall  in-hospital  mor- 
tality of  4 3%. 9 According  to  16  series 
published  between  1987  to  1992,  each 
with  30  or  more  patients,  early  surgical 
mortality  is  10-67%. 14  Actuarial  survival 
among  operative  survivors  is  good;  one 
recent  study  reporting  actuarial  survival 


rate  of  65%  at  seven  years.  Of  these  pa- 
tients, 91%  of  this  patient  group  remained 
in  New  York  Heart  Association  func- 
tional class  TIL15 

Several  factors  have  been  examined 
to  detennine  their  independent  prognos- 
tic value  for  predicting  outcome  in  surgi- 
cal repair  of  VSR.  Of  those  factors,  pres- 
ence of  shock  carries  independent  prog- 
nostic value.  Nonsurvivors  of  VSR  repair 
were  characterized  by  a shorter  time  from 
post  infarction  VSR  to  operation,  presence 
of  inferior  infarction,  right  ventricular  dys- 
function, lower  right  ventricular  pressure, 
decrease  in  level  of  consciousness.’’  Inter- 
estingly, left  ventricular  dysfunction  was 
not  found  to  be  an  indicator  of  short-tenn 
clinical  outcome.14 

Conclusion 

Ventricular  septal  rupture  is  a serious 
mechanical  complication  of  acute  myo- 
cardial infarction  requiring  prompt  rec- 
ognition and  surgical  correction.  A 
harsh  systolic  murmur  and  rapid  hemo- 
dynamic deterioration  herald  it.  It  is 
more  common  in  the  first  episode  of 
myocardial  infarction.  Despite  dra- 
matic early  clinical  course  and  high  op- 
erative mortality,  survivors  can  he  ex- 
pected to  have  favorable  long-temn  sur- 
vival and  functional  recovery. 
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Dr.  Biondo  Honored  for  Community  Service 

Dr.  Raymond  Biondo  of  Sherwood  was  one  of  several 
winners  of  this  year’s  Channel  4 Community  Service  Awards. 
Dr.  Biondo  received  his  trophy  from  on-air  talent  Denise 
Whitaker  at  the  22nd  annual  awards  ceremony.  The  event 
was  in  the  Clinton  Ballroom  in  Arkansas’  Excelsior  Hotel 
and  featured  Gov.  Mike  Huckabee,  who  presented  the  Dis- 
tinguished Citizen  Award  to  former  U.S.  Sen.  David  Pryor. 

Dr.  Biondo  received  $500,  which  went  to  his  favorite 
charities:  $300  to  the  Boy  Scouts  and  $200  to  AHCAF. 

Physician’s  Recognition  Awards  Presented 

Each  month  the  American  Medical  Association  presents 
the  Physician’s  Recognition  Award  to  those  who  have  com- 
pleted acceptable  programs  of  continuing  education. 

AMS  recipients  for  May  1999  include  Dr.  Jodi  Adler,  Little 
Rock;  Dr.  Paul  Bean,  Little  Rock;  Dr.  Janina  Budura  Bonwich, 
North  Little  Rock;  Dr.  David  Brooks,  Springdale;  Dr.  Ricky 
Cameron,  Springdale;  Dr.  George  Covert,  Foreman;  Dr.  Ber- 
nard Ferrer,  Little  Rock;  Dr.  Maria  Luisa  Fogata,  Little  Rock; 
Dr.  Brad  Johnson,  Springdale;  Dr.  Rimantas  Kazakevicius, 
Hot  Springs;  Dr.  David  King,  Fort  Smith;  Dr.  David  Knutson, 
Little  Rock;  Dr.  Rhonda  Merchant,  Little  Rock;  Dr.  Malwinder 
Singh,  Little  Rock;  Dr.  Robert  Smith,  Bentonville;  and  Dr. 
Thomas  Whiteside,  Little  Rock.  ■ 


OBITUARIES 

Dr.  C.P.  McCarty 

Dr.  Charles  Patrick  McCarty,  79,  of  Helena  died  July 
12  in  Memphis. 

He  served  Phillips  County  for  44  years  before  retir- 
ing, including  several  stints  as  chief  of  staff  at  Helena  Re- 
gional Medical  Center.  He  also  was  on  the  board  of  direc- 
tors of  Helena  National  Bank  for  40  years  and  a member  of 
Helena  First  United  Methodist  Church.  In  1992,  Dr.  McCarty 
was  the  recipient  of  the  Arkansas  Hospital  Association  Dis- 
tinguished Service  Award. 

Dr.  McCarty  graduated  from  the  University  of  Tennessee 
Medical  School  at  Memphis  and  Mississippi  State  University 
at  Starkville,  Miss. 

Survivors  include  his  wife  of  57  years,  Mildred  Buchanan 
McCarty  of  Helena,  and  children  and  their  spouses,  Pat  and 
Bankie  McCarty  of  Osceola,  Roger  and  Judy  Deshaies  of  Mem- 
phis, Charlie  and  Kate  Foster  of  Jackson,  Tenn.,  Phil  and  Fay 
McCarty  of  Little  Rock  and  Mike  and  Anita  McCarty  of 
Osceola. 


Dr.  Timothy  A.  Wilson 

Dr.  Timothy  A.  Wilson,  42,  of  Texarkana  died  July  5 at 
his  home. 

He  was  on  the  emergency  room  staff  at  Mena  Medical 
Center  and  served  in  the  U.S.  Army.  Dr.  Wilson  graduated 
from  the  University  of  Mississippi  Medical  School  in  Jack- 
son,  Miss.,  in  1984  and  served  his  residency  at  Dwight 
David  Eisenhower  Hospital  in  Augusta,  Ga. 

He  was  a member  of  Beech  Street  Baptist  Church  and 
the  American  Medical  Alliance. 

Survivors  include  his  wife,  Elizabeth  Wilson  of 
Texarkana;  his  parents,  J.D.  and  Edna  M.  Wilson  of  Hot 
Springs;  two  stepsons,  Chris  Meeks  of  Dallas  and  Casey 
Meeks  of  Oxford,  Miss.;  and  stepdaughter  Charity  Low- 
dermilk  of  Prescott.  ■ 


New  Members 


Ahmed  S.  Aboul-Magd,  MD 

Specialty:  Nephrology 
1349  N.  Mount  Auburn 
Cape  Girardeau,  MO  63701 
573-334-9564 

David  Eugene  Allen,  MD 

Specialty:  Internal  Medicine 

1304  Collin  Ray  Drive 
De  Queen  71832 
870-642-2550 

Michael  Barry  Anreder,  MD 

Specialty:  Pathology 

443  W.  Oak  St. 

El  Dorado  71730 
870-862-1351 

Rebecca  Appelgren,  MD 

Specialty:  Resident/ 
Anesthesiology 
11710  Pleasant  Ridge  Terrace 
Little  Rock  72223 

Jithendra  Mohan 
Athurguthu,  MD 

Specialty:  Physical  Medicine 
and  Rehabilitation 

460  Oak  St. 

El  Dorado  71730 
870-863-2451 

Karen  Baker,  MD 

Specialty:  Pediatrics 

1820  College  Ave. 

Conway  72032-6302 
501-329-1800 


Phillip  Scott  Ballinger,  MD 

Specialty:  Otolaryngology 
418  Booth  Ave. 

Searcy  72143 
501-305-2251 


Katherine  Baltz,  MD 

Specialty:  Ophthalmology 

5 St.  Vincent  Circle,  No.  101 
Little  Rock  72205 
501-664-5354 


Seth  Michael  Barnes,  MD 

Specialty:  Internal  Medicine 

1700  Harrison,  Apt.  N 
Batesville  72501 
870-698-1635 

David  Beeman,  MD 

Specialty:  Family  Practice 

2900  Moberly  Lane 
Bentonville  72712 
501-273-1550 


Richard  T.  Blaszak,  MD 

Specialty:  Child  Neurology 

800  Marshall  St. 

Little  Rock  72202 
501-320-1847 

Ryan  Boone,  MD 

Specialty:  Resident/ 
Otolaryngology 

1316  Cherry  Brook 
Little  Rock  72211 
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Keith  Brown,  MD 

Specialty:  Resident/ 
Obstetrics  and  Gynecology 
12924  Westglen  Drive 
Little  Rock  72211 

Robert  D.  Brown,  MD 

Specialty:  Emergency 
Medicine 

902  N.W.  Second  St. 
Bentonville  72712 

Ronald  Ford  Bruton,  MD 

Specialty:  Family  Practice 
630  Burnett  Drive 
Mountain  Home  72653 
870-425-6971 

Amy  Buckner,  MD 

Specialty:  Obstetrics 
and  Gynecology 
1609  W.  40th  St.,  No.  204 
Pine  Bluff  7 1603 
870-534-3608 

Richard  Chipman 
Burgess,  MD 

Specialty:  Pathology 
500  D W.  Main  St.,  No.  201 
Lewisville,  TX  75057 
972-434-1052 

Judith  Arlene  Butler,  MD 

Specialty:  Family  Practice 
1100  Medical  Drive,  Suite  B 
Blytheville  72315 
870-763-8500 


Denise  Louise  Capel,  MD 

Specialty:  Pediatrics 

1920  Malvern  Ave. 

Hot  Springs  71901 
501-321-1314 

Anthony  Louis 
Capocelli,  MD 

Specialty:  Neurosurgery 
520  Lexington  Ave. 

Fort  Smith  72901 
501-484-1881 

Brent  D.  Chavis,  MD 

Specialty:  Resident/ 

Family  Practice 

406  Rose  St. 

Little  Rock  72205 
501-661-9760 

Melissa  Chiles,  MD 

Specialty:  Resident/Pathology 

53  Chevaux  Circle 
Little  Rock  72223 

Walter  Chiles  III,  MD 

Specialty:  Resident/General 
Surgery 

53  Chevaux  Circle 
Little  Rock  72223 

Teresa  Clark,  MD 

Specialty:  Emergency  Medicine 
1200  W.  Walnut 
Rogers  72756 
501-636-0200 


Steven  A.  Dunnagan,  MD 

Specialty:  Radiology 

500  S.  University  Ave.,  No.  108 
Little  Rock  72205 
501-664-3914 

Brian  Eble,  MD 

Specialty:  Resident/Pediatrics 

2300  Rebsamen  Road,  C21 1 
Little  Rock  72202 

Steven  Michael  Edstrom,  MD 

Specialty:  Anesthesiology 
1311  S.  I St. 

Fort  Smith  72901 
501-441-4000 

Louis  Jerry  Edwards,  MD 

Specialty:  Gynecology 
4 Office  Park  Drive 
Little  Rock  72211 
501-225-3836 

Angela  Anne 
Fangmeier,  MD 

Specialty:  Pediatrics 

500  S.  Mount  Olive,  No.  207 
Siloam  Springs  72761 
501-549-4228 

Karen  J.  Farst,  MD 

Specialty:  Pediatrics 

6521  Longwood  Road 
Little  Rock  72207 
501-320-1875 


Gerry  B.  Glasco,  MD 

Specialty:  NEP 
1500  W.  Pershing  Blvd. 

North  Little  Rock  72114 
501-758-2944 

Gayle  Gordon,  MD 

Specialty:  Family  Practice 

7 Buckshot  Cove 
Pine  Bluff  71603-1854 

David  Greenwood,  MD 

Specialty:  Resident/Internal 
Medicine 

2400  Riverfront  Drive,  No.  846 
Little  Rock  72202 

Anil  Gungor,  MD 

Specialty:  Otolaryngology 
800  Marshall  St. 

Little  Rock  72202-3591 
501-320-1047 


Russell  Hatley,  MD 

Specialty:  Family  Practice 
4334  E.  Highland  Drive 
Jonesboro  72403 
870-802-0013 


Amy  R.  Hudson,  MD 

Specialty:  Pathology 

3714  Old  Shackleford  Road 
Little  Rock  72204 
501-686-5170 


HEALTHY 
WEALTHY 
& WISE. 


Financial 
strategies 
specifically  for 
physicians . 


At  Hutchinson/Ifrah, 
we  understand  the  issues 
that  put  a physician’s  practice 
and  personal  assets  at  risk. 
But  our  idea  of  being  healthy, 
wealthy  and  wise  is  more  than 
simply  saving  on  taxes  and 
protecting  your  assets, 
it’s  about  maximizing  your 
investment  potential  and 
planning  for  a tax-free 
retirement.  Give  us  a call  at 
501/223-9190  and  let  us  show 
you  how  we  can  help  physicians 
achieve  a healthy  bottom  line. 


Hutchinson/Ifrah 
Financial  Services,  Inc. 


WE  REALIZE  YOUR  POTENTIAL. 

12511  Cantrell  Road  • Uttle  Rock.  Arkansas  72223 
(501)  223-9190  ■ 800-635-9985 
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Full-Time 
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Malpractice  coverage 
and  benefits 
package  available. 


For  details  contact: 
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CORPORATION^1 
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recmiting@alliedcare.com 
www.alliedcare.com 


(800)  245-2662 
FAX/ (440)  449-2691 


SITE  MANAGEMENT  ORGANIZATION 


Is  your  practice  currently  involved 
or  have  you  considered  becoming 
active  in  clinical  research? 

Research  Solutions  provides  you 
the  challenge  and  the  rewards  of 
professional  clinical  investigation. 
We  offer  marketing,  administrative 
and  patient  recruitment  services 
to  clinical  research  sites  throughout 
the  mid-south. 

With  your  help,  we  can  bring  new 
and  important  drug  and  product 
discoveries  to  patients  in  need. 

Laura  M.  White,  PharmD;  501-221-5000 

Research  Solutions,  LLC 

900  South  Shackleford  Road,  Suite  210 

Little  Rock,  Arkansas  72211 

Internet:  www.researchsolutionscorp.com 


collection  experience 


Freemyer  Collection  System  has  been  helping  businesses 
eliminate  their  bad  debt  problems  since  1941. 


Call  one  of  our  representatives  today  and  let  us  help 
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Freemyer 

Collection 

System 


1-800-953-2225 
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Village  Creek  State  Park 

Think  of  heading  east  next  time  a few  free  days  become  available  and  rest 
and  relaxation  are  the  goals.  One  of  the  sometimes  overlooked  gems  of  the  Ar- 
kansas State  Parks  system  is  Village  Creek  State  Park,  13  miles  north  of  Exit  242 
(state  Highway  284)  on  Interstate  40  near  Forrest  City. 

Village  Creek  doesn’t  have  the  stunning  views  of  the  Ozark  or  Ouachita  moun- 
tains, but  it  is  tucked  away  in  the  bumpy  terrain  of  Crowley’s  Ridge.  Trails  take 
walkers  under  a canopy  of  a wide  variety  of  hardwoods,  and  Austell  and  Dunn 
lakes  supply  fine  fishing  for  bass,  bream,  crappie  and  catfish.  Boats  are  available 
for  rent,  kids  can  enjoy  a playground  and  beach,  and  a driving  range  allows  golf- 
ers to  knock  a few  balls  around.  The  visitor  center  explains  the  terrain  and  his- 
tory of  the  area,  a gift  shop  has  souvenirs,  a small  store  has  necessities,  and  bikes 
are  for  rent. 

Ten  cabins  with  kitchens  and  fireplaces  can  make  a stay  downright  luxurious. 
The  park  also  has  plenty  of  campsites. 

Call  (870)  238-9406  for  more  information.  ■ 


Photo:  A.C.  Haralson,  Arkansas  Department  of  Parks  & Tourism 


150  • The  Journal 


Volume  96 


At  StaffMark  Medical  Staffing,  we  understand  the  unique  nature  of  the  medical  profession. 
We  go  to  great  lengths  to  screen  and  evaluate  our  medical  professionals  to  ensure  you 
get  quality  assistance  when  you  call  us.  Whether  it's  short-term,  long-term, 
or  direct  hire,  we  provide  effective  solutions  for  a wide  range  of  medical  needs  including: 

RNs  • LPNs  • Medical  Clerks  • Transcriptionists 
Phlebotomists  • Lab  Techs  • X-ray  Techs 
Medical  Assistants  • Medical  Office  Managers 
Dental  Assistants  • Medical  Coders 

So  when  you  find  yourself  needing  qualified  medical  professionals, 
call  the  company  that  speaks  your  language.  Call  StaffMark  Medical  Staffing. 


STAFFMARK. 

MEDICAL  STAFFING 

www.staffmark.com 


Western  Arkansas  Central  Arkansas  Northwest  Arkansas 

(501)  484-7110  (501)  227-5858  (501)  750-4844 


EOE 


To  offer  you  the  latest  in  technology,  the  best  in  care. 
To  spare  no  effort  in  providing  you  the  best  prostheses 
that  current  technology,  education,  and  computers 
have  made  possible.  To  continue  to  work  with  you 


until  both  of  us  are  thoroughly  happy  with  our  efforts. 
And  to  have  you  back  on  the  fishing  bank  or  under  a 
shade  tree  tinkering  with  your  car  just  as  soon  as 
physically  possible. 


You  Can  Bank  On  Us. 


With  our  computer-aided  design  and  manufacture 
(CAD/CAM)  system,  we  can  create  prostheses  that  are 
precisely  custom  fitted.  And  we  don't  design  a 
prosthesis  for  a young,  long-distance  runner  the  same 
way  we  design  one  for  an  older  patient  who  simply 
wants  to  walk  his  granddaughter  home  from  school. 


Both  are  built  to  the  highest  quality  standard  specifications, 
but  designed  for  different  functions.  And  the  same  goes 
for  our  custom  orthoses. 

__  Since  1911,  Snell  Laboratory  has  put  our 
patients  first.  You  can  bank  on  the  fact  that 


Prosthetic  & Orthotic 
Laboratory 


THE  LATEST  IN  TECHNOLOGY.  THE  BEST  IN  CARE. 

Offices  located  in  Little  Rock,  Russellville,  Fort  Smith,  Mountain  Flome,  Fayetteville,  Hot  Springs,  North  Little  Rock,  and  Jonesboro. 

Little  Rock  (501)  664-2624  • Statewide  Toll-free  1-800-342-5541 

Founding  Members  of  PrimeCare  O&P  Network  - serving  the  southern  United  States. 
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Take  One  of  These  and  Live. 


Sometimes  it’s  simple  instructions  that  make  a difference.  Aspirin  for  heart  attack.  Flu 
shots.  Eye  exams  for  diabetics.  And,  sometimes  it’s  complex  treatments  that  are  critical. 
Keeping  you  on  top  of  the  latest  clinical  guidelines,  whether  simple  or  complex,  is  just 
one  way  Arkansas  Foundation  for  Medical  Care  helps  you  improve  health  care  for 
thousands  of  Medicaid  and  Medicare  patients  in  Arkansas.  Through  initiatives  like  our 
Health  Care  Quality  Improvement  Program  (HCQIP),  we  help  health  care  professionals 
identify  opportunities  to  improve  the  delivery,  quality  and  cost-effectiveness  of  health 
care.  Combining  the  most  current  data  analysis  and  clinical  practice  guidelines,  our 
collaborative  improvement  projects  are  setting  a new  standard  in  evidence-based 
medicine.  Together,  we’re  improving  the  quality  of  health  care  for  all  Arkansans. 


Arkansas  Foundation 
for  Medical  Care 


For  more  information  on  HCQIP  projects,  Medicaid  Managed  Care  Services  and  Health  Data  Solutions,  contact 
the  Arkansas  Foundation  for  Medical  Care  at  501-649-8501.  Or  visit  our  website  at  http://www.afmc.org. 


LETTERS 


Caduceus  vs.  Aesculepius 

Dear  Lee  (Abel): 

I noted  with  interest  your  editorial  in  JAMS  [July  1999]  con- 
cerning the  origin  of  the  caduceus  as  the  “well  known  symbol  for 
the  medical  profession.” 

When  I came  to  work  here  in  1985  as  executive  director  of  the 
Arkansas  Caduceus  Club  — Medical  Alumni  of  the  University  of 
Arkansas,  one  of  the  first  hornets  nests  I encountered  was  our  name. 
Jack  Whisnant,  a graduate  who  is  now  at  The  Mayo  Clinic,  wrote  a 
particularly  scholarly  letter,  and  I followed  up  on  his  comments  by 
going  to  the  UAMS  Library  for  further  information. 

The  caduceus,  I read,  was  the  symbol  of  Hermes,  or  Mercury, 
the  patron  of  thieves,  gamblers  and  ambassadors.  It  is  theorized 
that  it  was  adopted  as  a medical  symbol  on  the  scant  grounds  of 
the  noncombatant  status  of  ambassadors  and  of  physicians.  The 
military,  when  challenged,  responded  that  the  caduceus,  with  its 
twin  serpents  and  twin  wings,  was  more  pleasing  in  its  regularity 
of  form  than  the  alternative,  the  staff  of  Aesculapius,  the  Greek 
god  of  medicine,  with  its  single  serpent  entwined  around  a some- 
what crooked  staff  and  with  no  wings. 

There  is  a ton  of  research  on  this  — papers  and,  indeed,  whole 
books. 

So  what  was  a brand  new  alumni  director  to  do?  Compromise, 
of  course.  We  retained  the  name  Arkansas  Caduceus  Club  because 
it  was  instantly  recognizable  by  our  members  and  surrounded  by  a 
nice  aura  of  respectability  (and,  we  like  to  think,  credibility).  But 
we  use  on  our  logo  the  more  appropriate  staff  of  Asclepius. 

Maybe  the  next  director  and  his  or  her  board  will  have  enough 
nerve  to  change  our  name  to  the  Arkansas  Aesculepius  Society.  It 
was  hard  enough  for  me  to  learn  to  spell  caduceus  — nobody  seems 
to  know  how  to  spell  As/Aes/c/cu/lap/lep/ius)! 

Sincerely, 

Janet  T.  Honeycutt  (Mrs.  W.  M age  Honeycutt) 

Dear  Mrs.  Honeycutt: 

Thank  you  for  your  letter,  the  article1  and  the  notes.  Egad, 
I didn’t  realize  how  little  I knew!  As  I mentioned  in  my  article, 
I had  never  given  the  caduceus  much  though  until  I happened 
upon  a story  about  the  caduceus  in  a novel.  In  preparation  for 
my  article,  I did  some  reading  about  the  caduceus,  but  my  re- 
search was  perfunctory  (lack  of  time,  lack  of  interest,  laziness). 
It  sounds  like  your  research  was  quite  thorough.  I had  noticed 
the  occasional  use  of  a wingless  one-snake  staff,  but  I guess  I 
just  assumed  this  was  some  hurried  shorthand  caduceus  (an 
impressionistic  caduceus?).  I was  unaware  of  the  apparently 
heated  “two  snake  vs.  one  snake”  controversy. 

I have  learned  from  the  information  you  sent  that  some 
physicians  have  objected  to  the  use  of  the  caduceus  because 
Hermes  is  the  patron  of  thieves  and  the  god  of  commerce  (and 
usually  depicted  with  a fat  money  purse)1.  This  image,  they 
argue,  is  not  an  appropriate  one  for  physicians.  Of  course,  some 


cynics  might  claim  he  is  altogether  the  perfect  god  to  represent 
us.  It’s  understandable  that  some  physicians  might  prefer  a 
symbol  from  a different  Greek  god  to  represent  us.  (Maybe 
Zeus’  royal  scepter?) 

Even  though  the  historical  record  might  best  support  the 
staff  of  Aesculapius,  I doubt  the  use  of  the  caduceus  is  going 
to  fade  away.  Perhaps  some  good  can  still  come  from  this.  As 
physicians,  we  see  all  kinds  of  people  as  patients.  We  will  see 
“thieves,  gamblers  and  ambassadors.”  Maybe  the  caduceus  can 
serve  to  remind  us  that  our  task  is  to  treat  all  our  patients,  the 
exalted  and  the  low,  with  respect,  kindness  and  to  the  best  of 
our  ability.  Though  we  may  at  times  pretend  we  are  “better” 
or  “more  respectable”  than  others,  the  humanity  we  share  with 
all  our  patients  unites  us  with  them  far  more  than  any  particu- 
lars separate  us. 

I find  the  image  of  the  two  snakes  balanced  and  in  har- 
mony on  the  caduceus  a powerful  one.  The  snakes  can  be 
seen  as  representing  the  two  polarities  of  medicine,  the  art 
and  the  science.  Or  as  I discovered,  they  can  symbolize  wis- 
dom and  knowledge  (which  aren’t  the  same  thing).  To  be 
skilled  enough  in  the  art  and  the  science,  to  have  enough 
wisdom  and  knowledge  seems  to  be  the  central  challenge  of 
medicine.  This  is  what  I was  trying  to  explore  in  my  article. 

In  my  article  I wrote  that  the  caduceus  is  “a”  (not  “the” 
as  you  quote  me)  well-known  symbol  of  the  medical  profes- 
sion. There  are,  of  course,  many  symbols  for  physicians 
such  as  the  stethoscope  or  those  funny  looking  head  mir- 
rors ENT  doctors  (used  to?)  wear.  In  this  issue  of  JAMS, 
we  highlight  some  of  the  speeches  given  during  UAMS’ 
White  Coat  Ceremony,  during  which  medical  students  are 
given  a white  coat  to  mark  their  entry  into  the  medical  pro- 
fession. Receiving  the  white  coat  is  an  important  and  memo- 
rable experience  for  the  students. 

But  to  some  patients  the  white  coat  is  not  a healing  sym- 
bol; it  is  a fearsome  image  and  their  blood  pressure  shows  it. 
Symbols  can  inspire  us  and  unite  us  and,  unfortunately,  they 
can  also  divide  us.  We  even  can  kill  each  other  because  of  sym- 
bols. Maybe  the  most  important  thing  to  remember  is  that  people 
are  more  important  than  symbols.  If  we  become  too  dogmatic 
about  our  symbols,  we  start  to  serve  them  rather  than  they  us. 

I think  you  may  be  due  an  apology  from  we  physicians 
for  the  “hornets  nest”  you  ran  into  (or  maybe  it  could  be 
stated  that  you  stepped  into  a snake  pit)  when  you  were  just 
starting  your  job.  If  the  compromise  you  made  restored  good 
will,  then  it  seems  a wise  compromise  to  me.  Keep  up  the  good 
work  and  thanks  again  for  taking  the  time  to  contribute  to  my 
continuing  medical  education. 

Sincerely, 

Lee  Abel,  MD 

'Rakel  RE:  One  Snake  or  Two?.  JAMA  1985;  253:2369 

Note:  The  various  spellings  of  Aesculepius  are  CQ 
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BreastCare 
Can  Save  Lives 

Samuel  E.  Landrum,  MD 


BreastCare  is  a program  that  should  be  of  great  benefit  to  women  in  Arkansas. 
Nothing  alarms  a woman  more  than  a concern  about  problems  with  her  breasts. 
Also,  there  is  a low  rate  of  screening  mammography  performed  in  Arkansas.  Tins 
program  addresses  both  needs.  We  are  encouraging  AMS  members  to  participate. 

Established  by  the  Arkansas  Legislature  in  1977  with  funding,  administered  hy  the 
Arkansas  Department  of  Health  and  overseen  by  eight  members  of  a board  appointed 
by  Gov.  Mike  Huckabee.  BreastCare  has  been  “on  the  streets”  for  eight  months. 

Unexpected  problems  with  implementation  have  been  corrected  as  far  as  possible 
and  allowed  by  legal  requirements,  and  obstacles  for  providers  and  patients  have  been 
reduced.  Early  doctors  and  clinics  were  slow  to  sign  up  for  these  services. 

Enrollment:  The  patient  must  enroll  before  services  can  be  performed.  The  toll- 
free  phone  number  is  (877)  670-CARE,  answered  day  or  night.  An  enrollment  card  is 
provided. 

BreastCare  is  for  women  < Tier  than  39  who  have  no  insurance  and  have  an  income 
less  than  200%  of  the  poverty  level.  Of  almost  4,000  enrollees  through  July,  about  half 
have  been  referred  by  providers  in  doctors’  offices,  AHEC,  local  health  clinics  and 
health  departments. 

Services:  BreastCare  covers  the  expenses  of  screening  mammograms,  more  specific 
images  as  indicated,  biopsies  by  various  techniques,  operations,  lab  studies,  adjuvant  therapy 
and  radiation  therapy.  It  does  not  provide  services  for  a new  enrollee  that  is  found  to  have 
metastatic  breast  cancer.  It  is  feared,  appropriately,  that  the  funding  would  be  exhausted 
without  enough  to  treat  the  survivable  or  curable  cases  without  this  restraint. 

Reimbursement:  The  Medicare  fee  schedule  is  applicable  for  services,  and  billing 
instructions  are  very  thorough  in  the  provider’s  manual. 

Impact:  The  legislation  was  enacted  to  provide  for  patients  who,  for  numerous 
reasons,  have  no  access  to  needed  examinations  or  evaluations  of  their  breasts.  The 
early  reports  show  that  1 8 breast  cancers  have  been  treated.  This  datum  derives  from 
claims  already  processed,  so  there  are  undoubtedly  more  cases. 

Recently  data  from  1982-1995  about  patients  who  were  treated  at  two  New  York 
institutions  and  what  factors  were  associated  with  poor  prognosis  were  analyzed.  Poor 
survival  rates  of  African-American  breast  cancer  patients  seem  to  relate  to  advanced 
stage  at  presentation  and  young  age.  The  authors  suggest  that  screening  mammograms 
at  an  earlier  age  should  help.  This  group  of  women  is  certainly  one  in  Arkansas  that 
lives  in  areas  that  have  less  availability  of  health  care  and  whom  BreastCare  should 
reach.  Some  volunteer  organizations  are  helping  by  transporting  patients  and  helping 
them  enroll  in  BreastCare. 

October  is  a month  when  emphasis  on  breast  cancer  is  higher.  It  also  is  when  nomi- 
nations for  the  Josetta  Wilkins  Award  are  sought.  This  award  recognizes  individuals  or 
organizations  that  made  outstanding  contributions  in  the  fight  against  breast  cancer. 
Nominations  should  be  sent  to  the  Arkansas  Department  of  Health,  Breast  Cancer 
Control  Program. 

More  importantly,  it  is  time  for  doctors  who  care  for  patients  with  breast  problems 
to  sign  on  as  providers  if  they  have  not  already  done  so.  All  of  us  need  to  do  all  we  can 
in  this  work.  ■ 

Reference:  El -Tamer  MB,  Homel  P.  and  Wait  RB.,  “Is  Race  a Poor  Prognostic  Factor  in 
Breast  Cancer?”  J1  Am  Coll  Surg  1999;  189:  41-45. 

Dr.  Samuel  E.  Landrum  is  a retired  general  surgeon  from  Fort  Smith.  Dr.  Landrum  is  a 
member  of  the  editorial  board  for  The  Journal  of  the  Arkansas  Medical  Society. 
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100  Physicians 
to  Take  Part 
in  Planning  Effort 

By  David  Wroten 


Beginning  this  month,  more  than  100  physician  volunteers  will  take  part  in  a 
project  to  set  the  course  for  the  Arkansas  Medical  Society  as  we  move  into 
the  next  millennium. 

AMS  President  Lloyd  Langston,  MD,  of  Pine  Bluff,  has  appointed  a steering  com- 
mittee  to  oversee  this  long-range  planning  effort.  The  steering  committee  is  co-chaired 
by  Drs.  Carl  Chambers  of  Little  Rock  and  Scott  Ferguson  of  West  Memphis. 

Other  members  of  the  steering  committee  are  listed  below: 

Omar  T.  Atiq,  MD,  Pine  Bluff 

Joseph  Beck,  MD,  Little  Rock 

Donald  G.  Blagdon,  MD,  Camden 

Daniel  Davidson,  MD,  Searcy 

Denise  R.  Greenwood,  MD,  Little  Rock 

Anthony  Hui,  MD,  Fayetteville 

Fiugh  Jackson,  MD,  Fort  Smith 

Lloyd  Langston,  MD,  Pine  Bluff 

Thomas  Langston,  MD,  Harrison 

Karen  McNiece,  Little  Rock  (medical  student) 

Brenda  Powell,  MD,  Hot  Springs 
Gerald  Stolz,  MD,  Russellville 
Steven  Thomason,  MD,  Little  Rock 
Parthasarathy  Vasudevan,  MD,  Helena 
James  R.  Wharton,  MD,  Springdale 

Ex-officio:  AMS  past  presidents  Michael  Moody,  MD,  Salem;  Charles  Logan, 
MD,  Little  Rock;  J.  Larry  Lawson,  MD,  Paragould;  and  William  N.  Jones,  MD, 
Little  Rock. 

The  significance  of  this  project  cannot  be  overemphasized.  Times  are  changing. 
Physician  reimbursement  is  on  a downward  trend.  Young  physicians  are  going  into 
large  group  practices  and  employment  situations.  Many  physicians  — especially  those 
in  solo  and  small  groups  — are  being  left  out  of  managed  care  networks.  Traditional 
grass  roots  organizations  such  as  the  county  medical  society  are  disappearing.  Technol- 
ogy is  changing  how  we  communicate  and  how  we  conduct  business. 

The  participants  in  this  long-range  planning  project  will  study  these  and  other 
trends  facing  Arkansas  physicians  and  then  develop  strategies  to  meet  these  chal- 
lenges head  on. 

The  Arkansas  Medical  Society  has  a great  history  of  representing  Arkansas  physi- 
cians. Whether  it’s  in  the  legislative  and  regulatory  arena  or  addressing  public  health 
issues  such  as  HIV  or  indigent  care,  Arkansas  physicians  expect  success  — and  get  it 
through  the  AMS.  But  as  Will  Rogers  once  said,  “Even  if  you’re  on  the  right  track, 
you’ll  get  run  over  if  you  just  sit  there.” 

On  Oct.  13,  2000,  the  Arkansas  Medical  Society  will  celebrate  1 25  years  of  repre- 
senting our  state’s  physicians.  The  AMS  didn’t  get  to  be  that  old  by  simply  sitting  on 
the  tracks.  It  takes  effort. 

The  100  volunteers  for  this  project  deserve  our  gratitude  and  appreciation,  but 
they  also  need  your  support.  They  are  giving  up  time  from  their  families  and  their 
practices  for  your  future.  If  asked  to  complete  a survey  or  to  offer  an  opinion  on  a 
particular  issue,  the  few  minutes  you  take  will  make  their  task  easier,  and  in  the  long 
run,  it  will  help  keep  your  medical  society  on  the  right  track.  ■ 
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IN+THE  + NEWS 


CARTI  Is  Approved 
By  ACS  Commission 

The  affiliation  of  Central 
Arkansas  Radiation  Therapy 
Institute  and  the  Arkansas 
Cancer  Research  Center  has 
been  granted  Integrated  Can- 
cer  Program  status  by  the 
Commission  on  Cancer  of  the 
American  College  of  Sur- 
geons. 

Commission  on  Cancer 
gives  approval  only  to  facili- 
ties that  voluntarily  commit 
to  providing  the  best  in  diag- 
nosis and  treatment.  Facilities 
approved  must  have  a stand- 
ing cancer  committee,  hold 
weekly  cancer  conferences, 
participate  in  patient  care 
evaluation  studies  and  main- 
tain a cancer  registry.  Ap- 
proval includes  an  on-site  re- 
view every  three  years. 


Children’s  Hospital 
Earns  Safety  Award 

Arkansas  Children’s  Hos- 
pital is  the  recipient  of  the 
Ray  Carnahan  Award  for  ex- 
cellence in  fire  safety  commu- 
nity education  for  1999.  The 
award  is  named  for  the  state 
fire  marshall. 


ACH  teaches  fire  and 
burn  safety  and  prevention 
through  its  community  out- 
reach department  and  the 
ACH  Burn  Center.  The  Fire 
Safety  House,  hum  preven- 
tion classes  and  educational 
materials  given  to  teachers 
and  firefighters  are  some  of 
the  tools  used  by  the  hospi- 
tal. The  latest  program  is  the 
Juvenile  Firesetter  Interven- 
tion Program,  which  edu- 
cates young  people  who 
show  tendencies  to  play  with 
fire. 


FTC  Shines  Light 
on  Deceptive  Ads 

The  Federal  Trade  Com- 
mission has  identified  decep- 
tive health  care  advertise- 
ments on  the  Internet  and 
cautions  consumers. 

Misleading  offers  in- 
clude treatments  for  heart 
disease,  cancer,  AIDS,  dia- 
betes, arthritis,  multiple 
sclerosis  and  other  condi- 
tions. The  FTC  encourages 
consumers  to  ask  a simple 
question  before  making  pur- 
chases: If  a medical  break- 
through really  has  occurred 
in  the  treatment  of  a seri- 
ous illness,  would  the  news 
be  announced  first  in  an  ad? 

Watch  for  phrases  such 
as  “scientific  breakthrough, 
miraculous  cure,  secret  for- 
mula, ancient  ingredient” 


and  similar  descriptions. 
Other  tipoffs  include  a long 
list  of  symptoms  a product 
can  cure,  limited  availabil- 
ity, testimonials  and  claims 
that  the  government, 
medical  profession  or  scien- 
tists have  suppressed  the 
product. 

To  lodge  a complaint  or 
ask  questions  about  a prod- 
uct, fill  out  the  FTC  form  at 
www.ftc.gov  or  call  (877) 
382-4357  (FTC-HELP). 

FDA  Makes  Changes 
to  Mammographies 

The  U.S.  Food  and  Drug 
Administration  has  changed 
mammography  regulations  to 
require  facilities  to  send  pa- 
tients summaries  of  mammo- 
gram reports,  written  in  lay 
terms,  within  30  days  of  ex- 
ams. 

Also,  in  cases  of  suspi- 
cious results  or  results  that  are 
highly  suggestive  of  malig- 
nancy, facilities  are  required 
to  see  that  the  patients  re- 
ceive results  as  quickly  as 
possible. 


State’s  Uninsured 
Rate  Worst  in  U.S. 

According  to  the  Em- 
ployee Benefit  Research  In- 
stitute, the  uninsured  rate 
among  nonelderly  Arkansans 
was  tops  in  the  country  in 

1997. 


About  28%  of  nonelderly 
Arkansans  had  no  health  in- 
surance, compared  with  the 
national  rate  of  18%.  Also, 
27%  of  the  state’s  children 
were  uninsured  — the  high- 
est rate  in  the  country.  Thirty- 
eight  percent  of  the  state’s  self- 
employed  persons  were  unin- 
sured. Eight  percent  of  work- 
ers in  government  jobs  in  Ar- 
kansas were  uninsured;  64%  of 
workers  in  agriculture  and 
mining  jobs  were  uninsured. 


AFMC  Working  Under 
HCFA’s  6th  Scope 

The  Arkansas  Founda- 
tion for  Medical  Care,  the 
state’s  Medicare  Peer  Review 
Organization,  has  begun  ac- 
tivities under  the  Health 
Care  Financing  Admin- 
istration’s 6th  Scope  of 
Work.  Projects  will  involve 
acute  myocardial  infarction, 
congestive  heart  failure, 
pneumonia,  stroke/transient 
ischemic  attack/atrial  fibril- 
lation, diabetes  and  breast 
cancer. 

HCFA’s  Payment  Error 
Prevention  Program  also  is  in- 
cluded in  the  contract. 
AFMC  will  check  inpatient 
hospital  claims  for  correct 
coding  and  medical  necessity, 
work  with  hospitals  and  phy- 
sicians on  criteria  for  payment 
errors  and  conduct  educa- 
tional programs.  ■ 
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A Call  to  Action 

We  at  the  Arkansas  Medical  Society 
are  concerned  with  the  lack  of  enthusi- 
asm. and  participation  at  the  county  level. 
With  few  exceptions,  most  county  medi- 
cal societies  have  become  totally  inactive 
or  ceased  to  exist  completely.  This  has 
certainly  contributed  to  the  demise  of  col - 
legiality  among  physicians  and  a weak- 
ening of  grassroots  participation  in  the 
profession.  Perhaps  today’s  physicians 
should  take  heed  to  the  remarks  of  AMS 
President  Dr.  J.  W.  Hayes  of  Eureka 
Springs  in  his  address  to  attendees  of  the 
Arkansas  Medical  Society  annual  meet- 
ing of  1 899 : 

Gentlemen,  1 now  approach  the 
most  important  subject  to  which  our 
attention  can  possibly  be  directed — 
The  County  Medical  Society.  Without 
this,  no  medical  organization  whatever 
can  exist.  The  state  society  lives  only 
through  this  medium;  without  it  the 
American  Medical  Association  would 
cmmble  and  fall.  Every  physician  in  this 
broad  land  has  the  gracious  privilege 
of  upholding  this  grand  superstructure. 
The  doctor  who  lives  out  his  life  with- 
out ever  appreciating  tile  privilege,  or 
realizing  the  responsibility  devolving 
upon  him  to  help,  aid  and  assist  orga- 
nized medicine  in  its  every  phase,  is  just 
that  far  a failure  at  that.  What  could 
the  Arkansas  Medical  Society  do  with 
75  organized,  well  equipped  societies? 
Why,  just  anything  we  wanted  to  do — 
the  people  and  the  legislature  would 
all  be  ours. 

If  something  could  be  done  to 
stimulate  county  societies  to  greater 
zeal  and  promptness,  the  whole  work 
would  be  accomplished. 

The  germ  on  which  disease  is 
builded  is  ignorance;  wisdom  then  is 
health’s  foundation  stone.  It  is  neces- 
sary that  each  physician  should  be  an 
enthusiastic  advocate  for  even  a bet- 
ter and  more  scientific  medical  edu- 
cation, as  time  advances  and  facilities 
for  the  betterment  of  mankind  in- 
crease. ■ 
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We  know  you  have  a choice  about 
your  healthcare  plan.  So  we  strive 
to  make  sure  you  get  the  care  you 
deserve.  We  are  Arkansas  people 
working  to  take  care  of  your 
health  — we're  Arkansas  Managed 
Care  Organization  (AMCO). 

Our  network  offers  community  care 
through: 

♦ More  than  3,800  physicians  and 
hundreds  of  other  healthcare 
professionals; 

♦ Services  in  over  100  hospitals; 
and, 

♦ An  excellent  staff  representing 
your  best  interests. 

AMCO  is  a recognized  leader  in 
managed  healthcare  in  Arkansas, 
not  only  because  of  its  size,  but  also 
for  its  high  degree  of  accountability, 
outstanding  customer  service  and 
stability. 

Give  us  a call  today  at  1-800-278- 
8470  or  501-225-8470.  Let  us 

show  you  what  quality  healthcare 
is  all  about. 
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Arkansas 
Managed  Care 
Organization 

Serving  employers  and  their  greatest 
asset  with  quality  managed  care. 


#10  Corporate  Hill  Drive,  Suite  200 
Little  Rock,  Arkansas  72205 
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To  offer  you  the  latest  in  technology,  the  best  in  care. 
To  spare  no  effort  in  providing  you  the  best  prostheses 
that  current  technology,  education,  and  computers 
have  made  possible.  To  continue  to  work  with  you 


until  both  of  us  are  thoroughly  happy  with  our  efforts 
And  to  have  you  back  on  the  fishing  bank  or  under  a 
shade  tree  tinkering  with  your  car  just  as  soon  as 
physically  possible. 


You  Can  Bank  On  Us. 


With  our  computer-aided  design  and  manufacture 
(CAD/CAM)  system,  we  can  create  prostheses  that  are 
precisely  custom  fitted.  And  we  don't  design  a 
prosthesis  for  a young,  long-distance  runner  the  same 
way  we  design  one  for  an  older  patient  who  simply 
wants  to  zvalk  his  granddaughter  home  from  school.  — 


Both  are  built  to  the  highest  quality  standard  specifications, 
but  designed  for  different  functions.  And  the  same  goes 
for  our  custom  orthoses. 

_ Since  1911,  Snell  Laboratory  has  put  our 

— patients  first.  You  can  bank  on  the  fact  that 


Prosthetic  & Orthotic 
Laboratory 

THE  LATEST  IN  TECHNOLOGY.  THE  BEST  IN  CARE. 

Offices  located  in  Little  Rock,  Russellville,  Fort  Smith,  Mountain  Home,  Fayetteville,  Hot  Springs,  North  Little  Rock,  and  Jonesboro. 

Little  Rock  (501)  664-2624  • Statewide  Toll-free  1-800-342-5541 

Founding  Members  of  PrimeCare  O&P  Network  - serving  the  southern  United  States. 
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White  Coat  Mentors  Urge  Future  Physicians 
to  Uphold  Ethics,  Morals  of  Medical  Profession 

Highlights  from  the  August  White  Coat  Ceremony  at  the  University  of  Arkansas  for  Medical  Sciences 


“Today,  we  still  follow  a code  of  eth- 
ics,  but  in  the  modern  world  of  medi- 
cine,  we  often  find  that  ethical  con- 
siderations that  were  very  clear  years 
ago  seem  to  be  less  clear  today.  As  you 
progress  toward  graduation,  you  will 
find  yourself  struggling,  along  with  the 
rest  of  us,  to  decide  what  is  and  is  not 
Dr.  Langston  ethical  as  we  deal  with  politics,  abor- 
tion, cloning,  genetic  engineering,  managed  care  and  nu- 
merous other  issues  undreamed  of  by  our  predecessors  in 
medicine  when  the  subject  of  ethics  was  considered.  Now 


we  even  have  specialists  in  medical  ethics  who  would  pur- 
port to  clarify  our  concerns  and  answer  our  questions  about 
ethics. 

The  best  suggestion  that  I can  offer  is  to  always  remem- 
ber that  your  patients  and  their  welfare  must  he  first  in  your 
consideration.  As  physicians,  we  are  entrusted  by  our  patients 
with  their  most  valuable  possessions  — their  life  and  physi- 
cal well-being.  Don’t  ever  take  that  trust  and  responsibility 
lightly.  If  this  responsibility  is  foremost  in  your  mind,  then 
ethical  conduct  will  be  much  simpler  and  much  more  clear.” 
— Lloyd  Langston,  MD 
President,  Arkansas  Medical  Society 


“During  the  past  50  years  medi- 
cine has  changed.  We  have  experi- 
enced a magnificent  growth  in  the 
technology  and  science  of  medicine. 
But  the  medical  profession  is  still 
much  more  than  science  and  technol- 
ogy, however  wonderful  they  are  and 
may  become.  Medicine  is  a human 
science  with  its  roots  feeding  on  com- 
passion, caring,  trust,  ethics  and  values. 

We  need  to  emphasize  the  human  qualities  and  the  values 
so  important  in  our  profession.  Several  years  ago,  a clinical 
professor  started  and  endowed  a White  Coat  Ceremony  at  Co- 
lumbia Medical  School.  UAMS  is  using  this  ceremony  as  a 
first  step  in  emphasizing  to  you,  our  students,  and  to  your  fami- 
lies and  friends  that  a balance  between  art  and  science  is  fun- 
damental to  our  profession  and  to  the  practice  of  medicine. 

The  white  coat  is  as  much  a symbol  of  the  profession  of 


medicine  as  is  the  stethoscope.  It  stands  in  part  for  cleanliness 
and  purity.  This  white  coat  signifies  that  we  physicians  are  part 
of  a learned  profession  dedicated  to  the  treatment  and  care  of 
our  patients.  It  means  the  patient  can  trust  us  and  he  assured 
that  we  are  skilled  and  dedicated  practitioners  of  the  art  and 
science  of  medicine. 

I am  pleased  that  the  White  Coat  Ceremony  is  being 
co-sponsored  by  the  Arkansas  Medical  Society,  which  con- 
curs with  us  that  honor,  integrity  and  compassion,  as  stated 
in  the  oath,  are  core  values  in  the  practice  of  medicine.  Your 
fellow  students,  your  teachers  and  your  colleagues  in  the 
practice  of  medicine  all  join  with  you  tonight  to  emphasize 
the  importance  of  the  art  of  medicine  and  the  expectations 
associated  with  the  white  coat  regarding  values,  trust  and  ser- 
vice. 

— I.  Dodd  Wilson,  MD 
Dean,  College  of  Medicine, 

University  of  Arkansas  for  Medical  Sciences 


“Your  journey  is  not  only  aca- 
demic, hut  also  one  into  the  world  of 
ethical  and  moral  issues  regarding  the 
care  of  your  fellow  human  beings. 
Through  experience  you  will  develop 
your  character,  and  your  character  will, 
in  turn,  define  you  and  your  practice 
of  medicine. 

For  you,  the  Class  of  2003,  the 
mantel  of  professionalism  and  ethical  behavior  is  passed  to- 
night. Keep  it  with  you  throughout  your  medical  training 
and  practice.  In  a few  minutes  you  will  recite  and  then  sign 
the  Medical  Student  Oath,  whose  opening  line  professes 
that  “In  order  to  contribute  to  a spirit  of  moral  and  intellec- 


tual development:  affirming  that  honor,  integrity,  and  com- 
passion, are  [your]  highest  ideals  . . .”  As  you  stand  on  the 
threshold  of  the  path  to  become  a doctor  of  medicine,  I chal- 
lenge each  of  you  conscientiously  to  pursue  a character, 
steeped  in  honor,  and  that  you  will  conduct  yourself  with 
unquestionable  integrity  in  all  of  your  professional  relations. 

Tonight,  receive  these  white  coats  and  cloak  yourselves 
with  honesty,  integrity,  compassion  and  character.  Hold  fast 
to  and  develop  these  qualities  that  symbolize  the  way  of 
life,  and  the  virtues  of  a moral  physician.” 

— Daniel  H.  Felton 

Senior  medical  student  and  coresident  of  the  College  of 
Medicine;  Honor  Council,  University  of  Arkansas  for 
Medical  Sciences 
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Women  Gain  Ground  By  Natalie  Gardner 

with  BreastCare 

Program  Ensures  Screening,  Treatment  for  Poor 
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About  400  out  of  1,900  women  diagnosed  with  breast  cancer  died  in  Arkansas  during  1997. 
Concerned  with  the  fact  that  many  of  these  were  indigent  women  with  no  access  to  breast 
cancer  screenings  or  treatments,  former  state  Rep.  Josetta  Wilkins  of  Pine  Bluff  encouraged 
the  state  Legislature  to  pass  the  Breast  Cancer  Act  of  1997.  Out  of  this  act,  BreastCare,  a 
program  to  screen  and  treat  breast  cancer  in  low-income  women,  was  created. 

The  program  serves  women  age  40  and  older  who  are  at  or  below  200  percent  of  the  federal 
poverty  level  and  who  are  uninsured.  BreastCare  provides  free  regular  mammograms,  and  if  a 
woman  is  diagnosed  with  breast  cancer,  BreastCare  provides  free  treatment,  including  surgery, 
chemotherapy  and  radiation.  It  does  not  provide  services  for  a new  enrollee  that  is  found  to 
have  metastatic  breast  cancer  because  of  fear  that  funds  would  be  exhausted  without  enough 
left  to  treat  curable  cases. 


The  program,  begun  in  February,  is  serving  as  a model  for  other  states  that  want  to  create 
breast  cancer  programs  that  complement  an  existing  federal  program  that  pays  for  limited 
diagnostics  but  no  treatment.  BreastCare  combines  resources  with  the  federal  program,  private 


Clinical  Study  Tests  Raloxifene 

Researchers  Optimistic  About  Reducing  Breast  Cancer 


Does  raloxifene  decrease  the  likelihood  of  cancer? 

That’s  a question  the  University  of  Arkansas  for  Medical  Sciences 
is  seeking  to  answer  in  a double-blind  clinical  trial,  the  Study  of 
Tamoxifen  and  Raloxifene,  or  STAR. 

In  STAR,  tamoxifen  and  raloxifene  are  compared  for  their  effec- 
tiveness in  reducing  breast  cancer  in  post-menopausal  women  35 
and  older  who  are  at  increased  risk  of  breast  cancer.  Tamoxifen,  also 
known  as  Nolvadex,  is  a drug  that  has  been  used  for  reducing  the 
incidence  of  invasive  breast  cancer  in  women  at  high  risk  for  the  dis- 
ease. The  drug,  which  has  United  States  Food  and  Drug  Administra- 
tion approval  for  such  use,  has  been  studied  for  20  years. 

There  is  some  belief  that  raloxifene,  also  known  by  the  trade  name 
Evista,  may  have  the  same  ability,  and  the  trial  compares  the  effec- 
tiveness of  tamoxifen  with  raloxifene  for  breast  cancer  prevention. 
Raloxifene  has  U.S.  FDA  approval  for  the  use  in  prevention  of  os- 
teoporosis in  post-menopausal  women.  The  study  also  seeks  to  de- 
termine how  the  side  effects  of  raloxifene  and  tamoxifen  compare. 
Researchers  think  raloxifene  may  have  fewer  side  effects  than 
tamoxifen. 

More  than  400  centers  in  the  United  States,  Puerto  Rico  and 
Canada  will  enroll  women  in  the  STAR  trial  study  like  the  one  sched- 
uled at  UAMS.  About  22,000  women  are  expected  to  participate  in 
the  trial  study.  Women  can  find  out  where  other  STAR  centers  are  by 
calling  the  National  Cancer  Institute’s  Cancer  Information  Service  at 
(800)  422-6237. 

The  STAR  trial,  supported  by  the  NCI,  is  being  conducted  by 
the  National  Surgical  Adjuvant  Breast  and  Bowel  Projects,  which 
includes  more  than  6,000  medical  professionals.  The  organization 
has  successfully  conducted  large-scale,  randomized  clinical  trials 
for  40  years. 

Breast  cancer  is  the  most  common  cancer  in  North  American 
women  and  is  a leading  cause  of  death,  second  only  to  cancer.  Risk 
factors  that  are  believed  to  increase  a woman’s  chance  of  breast  can- 
cer include  a family  history  of  breast  cancer,  age,  never  having  borne 
a child,  having  a first  child  after  age  30,  have  a first  menstrual  period 
at  an  early  age,  a history  of  benign  breast  diseases  that  required  bi- 


opsies and  other  breast  conditions,  including  lobular  carcinoma 
in  situ  or  atypical  hyperplasia. 

Women  with  high  risk  may  want  to  participate  and  must  be 
evaluated  through  a STAR  risk  assessment.  The  assessment  is 
essentially  a questionnaire  on  breast  cancer  history  in  the  patient’s 
mother,  sister  or  daughter;  the  patient’s  personal  history  of  breast 
biopsy,  including  common  diagnoses;  and  the  patient’s  reproduc- 
tive history.  To  qualify  for  the  trial,  women  must  be  at  an  increased 
risk  of  breast  cancer  and  meet  other  study  criteria. 

The  study  will  only  include  women  who  want  to  participate, 
and  the  NSABP  stresses  that  participants  should  consult  with  their 
doctor,  family  and  friends  before  signing  up. 

Before  starting  the  study,  women  also  must  undergo  the  fol- 
lowing routine  tests,  though  if  the  patient  has  had  one  recently, 
it  likely  will  suffice:  a breast  exam,  a mammogram,  blood  tests 
and  a pelvic  exam.  The  tests  can  be  performed  at  a doctor’s  of- 
fice on  an  outpatient  basis  or  at  a hospital. 

Women  who  are  eligible  and  want  to  participate  will  be  as- 
signed to  one  of  two  groups  randomly  by  computer.  One  group 
will  take  20  milligrams  of  tamoxifen  per  day  and  a placebo  that  looks 
like  raloxifene.  Participants  in  the  other  group  will  take  60  milli- 
grams of  raloxifene  per  day  and  a placebo  that  looks  like  tamoxifen. 
Neither  the  patient  nor  the  treating  physician  will  know  which  drug 
the  patient  is  taking. 

The  women  will  take  the  drugs  daily  for  five  years.  During  that 
time,  the  patient  must  have  a breast  exam  every  six  months  by  a 
professional. 

Participants  should  know  there  is  a two  to  three  times  greater 
chance  of  developing  cancer  of  the  uterus  when  a woman  is  taking 
tamoxifen  or  other  female  hormones,  but  less  is  known  about 
raloxifene.  Women  who  have  had  a hysterectomy  are  not  at  risk 
for  uterine  cancer. 

Some  side  effects  include  abnormal  vaginal  bleeding,  pelvic 
discomfort  or  other  pelvic  changes.  Other  serious  but  rare  side 
effects  include  stroke,  and  there  may  be  other  unpredictable  side 
effects.  ■ 
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insurance,  Medicare  and  Medicaid. 

“With  this  program  in  place,  it  is  a 
very  rare  exception  that  a woman  40 
and  above  would  not  get  screening  and 
[treatment]  for  breast  cancer,”  said  Dr. 
Fay  Boozman,  director  of  the  Arkan- 
sas Department  of  Health,  which 
administers  BreastCare. 

Since  its  February  launch, 
BreastCare  has  received  more  than 
18,000  calls  from  women  throughout 
the  state,  and  more  than  4,000  of  those 
women  have  been  enrolled  in  the  pro- 
gram, said  Johnnie  Holcomb,  chair- 
woman of  the  Arkansas  Breast  Cancer 
Control  Advisory  Board,  which  oversees 
the  program.  Of  the  4,000  enrolled,  15 
women  have  been  diagnosed  with  breast 
cancer  and  are  receiving  treatment. 

Getting  Physicians 
on  Board 

The  program  has  recruited  more 
than  300  physicians  to  participate  in 
the  statewide  initiative,  with  more  be- 
ing added.  Several  Arkansas  Medical 
Society  members  are  on  the  Arkansas 
Breast  Cancer  Control  Advisory  Board. 
They  include  Dr.  Samuel  Landrum  of 
Fort  Smith,  Dr.  Ronald  Blachly  of 
Jonesboro,  Dr.  Robert  Elliott  of  Searcy  and 
Dr.  Cynthia  Ross  of  Little  Rock. 

“This  is  really  for  the  benefit  of  our 
patients,”  Dr.  Landrum  said.  “These  pa- 
tients are  underserved  in  regards  to 
breast  cancer  checkups.  They  don’t  come 
in  for  screenings,  and  when  they  do  find 
out  they  have  cancer,  they  ignore  them- 
selves because  of  money  issues.” 

Dr.  Landrum  said  the  first  few  months 
of  the  program  posed  several  problems  with 
billing  and  excessive  paperwork,  but  many 
of  the  kinks  in  the  system  have  been 
fixed,  and  payment  is  now  arriving  on 
average  10  days  after  a bill  is  submitted, 
an  improvement.  BreastCare’s  service 
providers  are  paid  a fee  similar  to  that  of 
Medicare. 

“There’s  no  economic  benefit  to 
doctors  in  being  in  this  program,”  Dr. 
Landrum  said.  “It’s  more  a sense  of  do- 
ing what’s  right.” 

A Union  of  Services 

BreastCare  is  funded  by  an  annual 
$3.2  million  appropriation  from  Arkan- 
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"We  now  have  a good, 
comprehensive  program  for 
women  with  breast  cancer. 
Before,  with  just  the 
federal  program,  we  could 
screen,  but  couldn’t  treat 
some  because  of  age  gaps. 
Now  we  have  a good,  solid 
union  of  all  the  different 
programs.” 

— Dr.  Fay  Boozman 


sas  general  revenue.  Besides  providing 
the  screening  and  treatments,  the  pro- 
gram  maintains  a toll-free  number, 
(877)  670-CARE,  which  is  available 
24  hours  a day  for  breast  cancer  in- 
formation, online  enrollment,  mam- 
mogram appointments  and  medical 
provider  information.  The  staff  deter- 
mine a woman’s  eligibility  and  make 
an  initial  mammogram  appointment 
for  her  while  she  is  still  on  the 
phone.  And  for  those  women  who  are 
not  eligible  for  the  program,  they  re- 
ceive a list  of  alternative,  low-cost 
community  resources  and  providers 
for  women. 

“We  now  have  a good,  comprehen- 


FOR  SALE 

Medical  Offices 

West  Little  Rock 
4,400  Square  Feet 


Radiation  Oncology 
Clinic 

Benton 

5,100  Square  Feet 


For  additional  information 
Contact: 

John  Burnett 
(501)  664-7807 

Rector  Phillips  Morse 


SITE  MANAGEMENT  ORGANIZATION 


Is  your  practice  currently  involved 
or  have  you  considered  becoming 
active  in  clinical  research? 

Research  Solutions  provides  you 
the  challenge  and  the  rewards  of 
professional  clinical  investigation. 
We  offer  marketing,  administrative 
and  patient  recruitment  services 
to  clinical  research  sites  throughout 
the  mid-south. 

With  your  help,  we  can  bring  new 
and  important  drug  and  product 
discoveries  to  patients  in  need. 

Laura  M.  White,  PharmD;  501-221-5000 

Research  Solutions,  LLC 

900  South  Shackleford  Road,  Suite  210 

Little  Rock,  Arkansas  7221 1 

Internet:  www.researchsolutionscorp.com 


The  strength  of  CARTI. 


You  can  see  it  in  the 
very  latest  technology. 

Sensitive  care  and  advanced 
technology  are  strengths  of  CARTI. 
3D  technology  delivers  high-dose 
radiation  to  tumors  without 
damaging  healthy  tissue. 

CARTI  is  a national  leader  in  the 
number  of  radiation  seed  implants 
performed  and  prostate  brachy- 
therapy  is  an  important  option  for 
men  with  prostate  cancer. 

Outcome  studies  are  reliable 
comparisons  for  quality  care. 
Documented  studies  performed  to 
date  show  CARTI  patients'  outcomes 
at  or  above  the  national  average. 

We  deliver  seamless  care. 
Appointments  are  made  promptly 
upon  referral  and  CARTI  expedi- 
tiously shares  information  with 
referring  physicians. 

For  more  information,  call 
501/664-8573  or  800/456-8561. 


CARTI 

Winning  through  radiation  therapy. 

Little  Rock:  Baptist  • St.  Vincent 
Conway  • Mountain  Home 
North  Little  Rock  • Searcy 
Little  Rock/UAMS  opening  in  2000 

www.carti.com 


Number  5 


October  1999  * 169 


Donald  STEN-TEL® 


Transcription  Services 

24  Hour  automated 
toll  free  system 

Ability  to  dictate  from 
anywhere  at  any  time  using 
a touch  tone  phone. 

• No  special  equipment  needed 

• 24  hour  turnaround  time 

• Custom  formats  available 

• Automated  retrieval  allows 
users  to  download  completed 

jobs  via  modem. 

FOR  MORE 
INFORMATION  CALL 

(501)756-2256 
(888)  438-7836 


Entire  Top  Floor  of  Med  Towers  I 
• 12,375  Sq.  Ft. 


• Best  Views  in  Town 

• Full  Medical  Floor 
on  Hospital  Campus 

FOR  SALE 

(Will  also  consider  dividing 
or  leasing  the  space) 

Contact 

Jeff  Hathaway,  CCIM,  SIOR 
The  Hathaway  Group 
501.663.5400 


1 1 25  Highway  65  North 
Conway,  AR  72032 

Three  level  multi-use  medical  facility.  Four  examination 
rooms  and  a procedure  room,  business  office,  lab,  and  other 
ancillary  facilities.  Additionally,  at  the  northeastern  end  of  the 
building  is  a separate  entrance  and  waiting  room  for  a fully 
equipped  emergency  room.  This  area  is  designed  for  workers 
compensation  med  testing  and  treatment.  Includes  five  examina- 
tion rooms  an  x-ray  room,  and  a whirlpool  room  for  physical 
therapy.  This  property  has  a large  parking  lot  that  is  well  lighted 
for  safety  and  handicap  accessible. 

Main  Level  Medical  Clinic  4,743  sq.  ft. 

Upstairs  Physicians  Lounge  1,146  sq.  ft. 

Garage  and  Storage  1 ,242  sq.  ft. 

Total  7,131  sq.ft. 

For  more  information  contact: 


Mike  Fendley/  J.D.  Ashley,  Sr. 

501-758-9492 


sive  program  for  women  with  breast  can- 
cer,” Dr.  Boozman  said.  “Before,  with  just 
the  federal  program,  we  could  screen, 
but  couldn’t  treat  some  because  of  age 
gaps.  Now  we  have  a good,  solid  union 
of  all  the  different  programs.” 

One  of  the  key  components  of  the 
program  is  performance  evaluation. 
The  data  billing  system  tracks  each 
patient’s  information,  enabling 
BreastCare  staff  to  track  the  progress 
the  program  makes  in  the  fight  against 
breast  cancer.  Eventually,  the  data  will 
be  used  to  measure  BreastCare  by  the 
reduction  in  the  incidence  of  breast 
cancer  compared  to  benchmark  data  es- 
tablished by  the  University  of  Arkan- 
sas for  Medical  Sciences. 

“Our  goal  is  to  decrease  the  morbid- 
ity and  the  mortality  of  breast  cancer  and 
get  better  each  year,”  Dr.  Boozman  said. 
“This  is  a significant  amount  of  money, 
and  we  need  to  be  very  conscientious  of 
showing  this  money  is  doing  what  the 
Legislature  set  out  to  do.” 

Reaching  the  Audience 

BreastCare  staff  members  are  cur- 
rently working  on  a grassroots  campaign 
to  let  more  women  know  about  the  ser- 
vices available  to  them.  Reaching  this 
target  audience  is  one  of  the  biggest  chal- 
lenges of  the  program.  The  board  has 
set  a goal  of  reaching  22  percent  of  its 
target  audience  by  2004.  With  the  fed- 
eral program,  the  goal  is  15  percent. 

To  reach  the  women,  BreastCare 
has  used  everything  from  programs  on 
public  television  to  signs  on  buses  to 
color  brochures.  And  physicians  are  a 
big  part  of  the  awareness  campaign,  urg- 
ing their  patients  to  find  out  more  in- 
formation about  the  program. 

Another  aspect  of  the  program 
trains  physicians  to  become  more  aware 
of  breast  cancer  issues,  even  if  a patient 
is  not  in  for  that  specific  reason,  Dr. 
Boozman  said.  Building  awareness 
among  patients  leads  to  more  diag- 
noses and  treatments  of  the  disease, 
he  said. 

“There  are  good  diagnostic  ways  of 
identifying  breast  cancer  and  good  ways 
to  treat  it,”  Dr.  Boozman  said.  “Breast 
cancer  lends  itself  very  much  to  a pre- 
ventive model.”  ■ 
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Brothers  Fight  Breast  Cancer 

in  Their  Own  Ways  By  Jeff  Williams 
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Dr.  Gary  Talbert,  left,  and  his  brother,  Dr.  Michael  Talbert, 
usually  don’t  see  the  same  patients,  although  they  fight 
together  in  the  battle  against  breast  and  other  cancers. 
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Gary  is  a breast  reconstruction 
surgeon  with  Arkansas  Plastic 
Reconstructive  Surgery,  a di- 
vision of  Surgical  Clinics  of  Arkan- 
sas. Michael,  an  oncology  radiologist, 
practices  with  Radiation  Oncology 
Associates  and  is  on  the  medical  staff 
of  Central  Arkansas  Radiation 
Therapy  Institute. 

“I  work  with  all  types  of  cancer,” 
Michael  says.  “Gary  does  all  types  of 
plastic  [surgery].  Breast  cancer  is  the 
only  area  we  overlap  on.” 

Gary  often  works  with  patients 
who  have  undergone  mastectomies 
and  “desire  reconstruction  — whether 
it  be  implants  or  flaps  — but  also  need 
radiation.  The  only  time  we  treat  the 
same  patient  is  when  those  paths  meet 
— after  reconstruction  and  radiation 
therapy.” 

The  brothers,  however,  agree  that 
working  in  similar  fields  helps  them  bet- 
ter understand  their  patients  and  treat- 
ments. Michael  says  being  able  to  call 
Gary  about  the  background  of  a patient 
helps  him  decide  about  the  timing  of 
therapy  and  radiation. 

“It’s  nice  to  be  able  to  get  him  on 
the  phone,”  Michael  says. 

Gary  says  the  two  talked  recently,  for 
instance,  when  Michael  called  Gary  dur- 
ing surgery  to  discuss  the  timing  of  radia- 
tion therapy  for  a particular  patient. 

“I  think  [having  a brother  in  medi- 
cine] has  some  real  advantages,”  Gary 
says. 

Although  the  two  are  linked  by  their 
medical  professions,  there’s  a stronger 
bond  outside  the  office. 

“We  spend  a lot  of  time  together,” 
Gary  says.  “Our  wives  are  good  friends.” 
Michael,  40,  and  Gary,  42,  don’t  ex- 
actly finish  each  other’s  sentences,  but 
they  do  seem  to  have  similar  tastes.  Each 
one  married  a woman  from  Europe  — 
Michael’s  wife  is  from  Denmark;  Gary’s 
from  Germany  — and  each  is  raising  a 
similar  family.  Michael  has  two  children, 
ages  6 and  8,  and  Gary  has  three  kids, 
ages  4,  6 and  8. 

The  Talberts  grew  up  in  Jonesboro 
where  their  father  was  the  long-time 
dean  of  the  school  of  business  at  Ar- 


kansas State  University  and  their 
mother  was  an  elementary  school  coun- 
selor. Michael  and  Gary  graduated  from 
ASU  with  degrees  in  zoology  before  en- 
rolling at  the  University  of  Arkansas  for 
Medical  Sciences. 

“I  think  we  knew  we  wanted  to  go  into 
the  sciences,”  Michael  says,  recalling  his 


college  days.  “Probably  my  sophomore  year 
1 decided  on  med  school.” 

“[My  decision]  came  when  I had  to 
declare  a major  during  junior  clinical  ro- 
tations,” Gary  says.  “That’s  when  you  get 
a feel  for  different  professions.” 

Changing  Times 

They’ve  been  practicing  long  enough 
to  have  seen  major  changes  in  their  fields. 

“The  biggest  change  I’ve  seen  is  the 
choice  between  mastectomy  and  conser- 
vative management,”  Gary  says.  “Fifteen 
years  ago  a mastectomy  was  conventional 
wisdom.  During  my  training, 
lumpectomy  and  radiation  was  proven  to 
be  as  effective  [as  mastectomy].  The  tide 
has  changed  — the  majority  of  patients 
don’t  have  mastectomies  today.” 

Gary  says  as  late  as  1989,  when  he  left 
UAMS,  reconstruction  procedures  after 
mastectomies  often  were  put  off  for  up  to 
two  years  because  of  the  fear  that  recon- 
struction would  increase  the  risk  or  hide 
the  recurrence  of  breast  cancer.  That  ap- 
proach also  has  changed. 

“About  40  percent  are  having  imme- 
diate reconstruction  today,”  Gary  says. 

Reconstruction  techniques  have  im- 
proved, too.  Gary  often  uses  skin  flaps 
with  tissue  taken  from  other  parts  of  the 
body  to  create  breasts  that  are  closer  in 
size  and  symmetry  to  natural  breasts.  The 


technique  also  greatly  reduces  scarring, 
and  new  procedures  have  dramatically 
cut  surgery  times  and  hospital  stays. 

“We’re  looking  at  new  product  lines 
and  material  sources  to  improve  softness 
[of  reconstructed  breasts],”  Gary  says. 

For  Michael,  the  changes  have  been 
technical. 


“The  machines  have  changed,” 
Michael  says.  “With  computers  we’re 
able  to  give  patients  three-dimensional 
[radiation]  treatment,  treating  them  from 
six  or  eight  angles  to  spare  the  normal 
tissue.  The  skin  doesn’t  even  turn  pink. 
It’s  nothing  like  the  radiation  of  20  years 
ago.  We  look  at  reducing  the  amount  of 
treatment  to  obtain  the  same  results.” 

Michael  says  the  toxicity  of  radiation 
has  decreased  and  anti-nausea  drugs 
make  treatment  much  less  of  an  ordeal 
and  much  less  scary.  And  improvements 
keep  coming. 

“Before  long  we  will  be  able  to  tell  a 
computer  what  we  desire  and  it  will  tell 
us  how  to  treat  — that’s  the  direction 
we’re  heading,”  Michael  says. 

“With  good  surgery,  good  chemo- 
therapy, for  the  early  stages  of  cancer 
there’s  a 90  percent  cure  rate.  The  ma- 
jority [of  patients]  will  do  well,”  he  says. 

We’ve  heard  the  advice  before  but 
both  doctors  agree  that  three  things  of- 
ten can  save  the  life  of  a prospective 
cancer  patient:  self-examination, 
mammograms  and  early  detection. 

The  cure  for  cancer  — or  at  least  a 
highly  reliable  method  of  prognostica- 
tion — may  lie  in  genetic  testing. 
Michael  says  studies  are  under  way  to 
help  find  ways  to  identify  patients  be- 
fore they  have  cancer.  ■ 


"The  biggest  change  I’ve  seen  is  the  choice  between 
mastectomy  and  conservative  management.  Fifteen  years  ago 
a mastectomy  was  conventional  wisdom.  During  my  training, 
lumpectomy  and  radiation  was  proven  to  be  as  effective  [as 
mastectomy].  The  tide  has  changed  - the  majority  of  patients 
don’t  have  mastectomies  today.”  — Dr.  Gary  Talbert 
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Oncologist  Encouraged 

by  Cancer  Advance  By  Erica  Marshall 

Dr.Blachly  Steps  Up  the  Case  for  Breast  Cancer  Screening 


Ronald  Blachly,  MD,  a 
Jonesboro  oncologist,  knows 
he  may  lose  many  battles  in 
the  fight  against  breast 
cancer,  but  that  doesn’t 
stop  him  from  trying. 


t is  a very  challenging  field  to  be  in.  You  don’t  win  every  battle,  but  when  you  do 
win,  it’s  huge,”  said  Dr.  Blachly,  who  has  practiced  hematology  and  oncology  for 
■ 14  years  at  the  Northeast  Arkansas  Clinic  in  Jonesboro. 

His  clinic  treats  women  who  are  in  early,  intermediate  and  advanced  stages  of 
cancer,  a field  in  which  advancements  continue  to  occur  in  treatments.  Among  those 
include  the  use  of  lumpectomies,  or  removing  a cancerous  lump,  rather  than  mastec- 
tomies.  Today’s  breast  cancer  patients  often  undergo  chemotherapy  following  surgery, 
and  the  technique  is  proving  effective  in  reducing  cancer  recurrence  as  well  as 
improving  patients’  survival  chances. 

Dr.  Blachly  and  his  partners  are  receptive  to  new  treatments,  once  they  have  been 
endorsed  by  oncology  experts.  Dr.  Blachly  is  a proponent  of  clinical  trials,  which 
investigate  the  use  of  new  drugs  in  treating  breast  cancer.  Such  clinical  trials  provide 
valuable  comparison  data,  he  said. 

“We  should  have  more  patients  entered  in  clinical  trials.  I believe  we  could  learn 
more  if  clinical  trials  were  done  more  often,”  Dr.  Blachly  said.  “We  have  learned 
more  in  the  area  of  breast  cancer  in  the  past  than  other  cancers.  That  is  how  we  learn 
the  best.” 

One  of  eight  members  of  the  Arkansas  Breast  Cancer  Control  Board,  Dr.  Blachly 
is  the  medical  oncology  representative  on  the  board,  which  has  the  responsibility  of 
overseeing  a breast  cancer  awareness  campaign  called  BreastCare.  Dr.  Blachly  and  his 
fellow  board  members  are  working  to  improve  professional  and  public  education  on 
breast  cancer  while  providing  screening  and  treatment  to  patients  who  qualify.  One 
of  Dr.  Blachly ’s  specific  areas  of  expertise  is  breast  cancer  screening,  and  he  advises 
the  board  on  that  issue. 

The  predominant  reason  women  do  not  receive  breast  cancer  screening,  Dr.  Blachly 
said,  is  because  their  physicians  do  not  recommend  the  screenings.  Dr.  Blachly  said  he 
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is  encouraged  by  the  progress  in  on- 
cology, especially  innovations  in  bio- 
logical research  and  treatment  that 
help  explain  how  cancer  develops. 

“In  this  kind  of  treatment,  you 
take  baby  steps  to  developing  treat- 
ment, and  then  it  starts  to  all  add  up,” 
he  said. 

New  drugs  on  the  mar- 
ket have  become  more  se- 
lective and  less  toxic,  he 
said.  That  means  patients 
will  experience  less  serious 
side  effects.  One  such  drug 
recently  accepted  in  oncol- 
ogy is  Herceptin,  an  anti- 
body treatment  for  cancer  that  is  more 
specific  in  its  attack  on  cancer  than 
chemotherapy. 

“There  are  exciting  new  develop- 
ments in  how  to  treat  patients  and  [in] 
drugs,  not  only  in  the  area  of  oncol- 
ogy but  also  [in]  other  branches  of 
medicine,”  Dr.  Blachly  said. 

Dr.  Blachly  has  been  on  medical 
missions  with  his  church  to  Guyana 


and  Romania  to  set  up  clinics  for 
breast  screening.  He  enjoys  teaching 
family  practice  residents  in  the  Area 
Health  Education  Center.  When  he’s 
not  working,  Dr.  Blachly  likes  back- 
packing and  photography,  and  several 
of  his  works  hang  in  the  Northeast 


Arkansas  Clinic  and  his  office. 

Dr.  Blachly  said  he  became  inter- 
ested in  oncology  while  in  training  at 
the  University  of  Arkansas  for  Medi- 
cal Sciences. 

“I  gravitated  toward  oncology  be- 
cause of  the  influential  mentors  I met 
during  my  training,”  Dr.  Blachly  said. 
“The  reality  is  that  it  is  hard  work  and 
the  hours  are  long,  but  the  real  plea- 


sure comes  when  I know  I really  helped 
a person  and  they  are  appreciative;  it 
is  very  rewarding.” 

There  are  several  mementos  and 
cards  from  grateful  patients  and  fam- 
ily members  on  display  in  Dr.  Blachly ’s 
office.  They  serve  as  reminders  of  the 
importance  of  the  profession, 
he  said. 

“People  want  to  be  kept 
up  to  on  the  information 
available,”  Dr.  Blachly  said. 
To  meet  those  demands,  he 
personally  goes  to  great 
lengths  to  explain  to  the  pa- 
tient and  the  patient’s  family 
what  types  of  treatment  are  available, 
all  associated  side  effects  and  what 
course  he  believes  is  best  suited  for  the 
patient. 

With  the  development  of  the  in- 
formation age  and  the  Internet,  pa- 
tients find  being  informed  is  easier. 
“All  of  the  new  information  is  very 
encouraging  in  focusing  on  patient 
care,”  Dr.  Blachly  said.  ■ 


"The  reality  is  that  it  is  hard  work  and  the 
hours  are  long,  but  the  real  pleasure  comes 
when  I know  I really  helped  a person  and 
they  are  appreciative;  it  is  very  rewarding.” 

— Dr.  Blachly 
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History 

A 60'year-old  nulliparous  woman  presented  with  progressive  right  nipple  inversion.  She  had  a benign  biopsy  seven 
years  ago  in  this  breast.  Her  breast  examination  was  normal  without  a palpable  mass.  Right  breast  mammograms  (Figure 
1 ) reveal  architectural  distortion  at  the  biopsy  site,  but  this  has  been  stable  for  six  years.  An  ultrasound  of  the  right  breast 
was  normal.  An  MR  scan  with  contrast  (Figure  2)  was  performed. 

Diagnosis 

Infiltrating  lobular  carcinoma. 

Findings 

The  mammograms  demonstrate  a 1 -cm  area  of  architectural  distortion  in  the  inferior  medial  right  breast  4'Cm  from 
the  nipple  at  the  1992  biopsy  site.  This  is  stable  on  yearly  mammograms  from  1993.  The  MR  exam  reveals  a 1-cm 
enhancing  stellate  mass  with  direct  extension  to  the  retracted  nipple. 


Mammograms  of  the  right  breast 


Figure  1 (a):  CC 


Figure  1 (b):  MLO 
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Discussion 

Breast  cancer  is  the  second  leading  cause  of  cancer  death 
in  American  women.  The  false  negative  rate  of  mammogra- 
phy is  between  5%  and  10%.  The  limitations  of  mammogra- 
phy and  ultrasound  have  prompted  considerable  interest  in 
MR  imaging  of  the  breast,  which  is  now  playing  an  increas- 
ingly important  role  in  management  of  breast  disease. 

No  single  standardized  technique  for  breast  MR  imaging 
exists.  In  part  this  is  due  to  the  variety  and  complexity  of 
available  MR  techniques.  Most  sites  have  settled  on  rapid 
acquisition,  high-resolution  sequences  with  fat  suppression 
coupled  with  contrast  enhancement.  We  use  the  RODEO 
(rotating  delivery  of  excitation  of  resonance)  technique  be- 
cause it  efficiently  combines  fat  saturation,  Ti,  magnetic 
susceptibility  and  magnetization  transfer  weighting  with 
high  spatial  resolution.  Spectral  suppression  and  subtrac- 
tion techniques  have  been  found  effective  by  others. 

These  techniques  exploit  the  fact  that  most  breast  cancers 
briskly  enhance  following  IV  gadolinium  administration.  Ga- 
dolinium is  a nonspecific  contrast  agent  that  is  distributed  in 
the  extracellular  space  and  accumulates  in  tissues  with  rich 
vascularity.  Most  breast  cancers  including  intraductal  cancers 
are  highly  vascular  due  to  secretion  of  angiogenic  molecules. 
Scars  can  enhance  up  to  18  months  following  surgery.  In  our 
case  the  biopsy  was  performed  six  years  ago. 

Currently,  MR  is  not  routinely  used  in  breast  cancer  screen- 
ing. Clinical  indications  include  patients  with  known  or  prob- 
able breast  cancer  prior  to  breast  conserving  surgery,  axillary 
metastases  with  a mammographically  occult  cancer,  a devel- 
oping mammographic  asymmetric  density  with  a negative 
ultrasound,  evaluating  preoperative  chemotherapeutic  re- 
sponse and  patients  with  a diagnostic  dilemma  (ultrasound 
and  mammography  cannot  answer  the  question),  particularly 
with  implants.  ■ 
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Contrast  Enhanced  MR  images 
of  the  Right  Breast  Using  RODEO 


Fig.  2 (a):  Axial 


Fig.  2 (b):  Sagittal 
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The  Waves  of  the 
Electrocardiogram:  Part  1 
The  P Wave 

Allison  Shaw,  MD  — Joe  K.  Bissett,  MD  — J.  David  Talley,  MD 


This  is  the  first  article  in  a series  ofdis - 
cussions  reviewing  the  principle  features  in- 
volved in  interpreting  electrocardiograms 
( ECGs) . We  begin  with  a discussion  of  the 
P wave  and  its  abnormalities . The  word 
abnormality,  not  enlargement,  is  used  to 
describe  these  abnormalities  of  the  P wave 
in  order  to  distinguish  physiologic  and  ana- 
tomic abnormalities  (see  New  York  Heart 
Association  criteria  in  Table  1).  Subse- 
quent discussions  will  focus  on  other  waves 
of  the  ECG . 

Patient  Presentation 

A 55-year-old  African-American 
man  with  a chronic  obstructive  pulmo- 
nary disease  presented  to  the  emergency 
department  with  two  to  three  days  of 
worsening  shortness  of  air.  The  patient 
had  been  in  his  usual  state  of  health  with 
chronic  dyspnea. 

The  patient  was  in  moderate  respi- 
ratory distress.  There  was  dramatic  jugu- 
lar venous  distension,  bilateral  crackles 
on  lung  exam,  a loud  S2  with  S3  gallop 
on  cardiac  exam,  and  lower  extremity 
edema.  The  ECG  (Fig.  1)  showed  nor- 
mal sinus  rhythm,  left  atrial  abnormal- 
ity and  right  ventricular  hypertrophy.  An 
echocardiogram  showed  a calcific  mitral 
valve  with  moderately  severe  mitral 
stenosis  (mean  transvalvular  gradient  of 


15  mmHg,  calculated  mitral  valve  area 
of  1.1cm2.) 

Discussion 

The  development  of  the  ECG  in 
the  early  1920s  ushered  in  the  era  of 
modern  cardiology.  Einthoven  ( 1 860- 
1927)  used  the  string  galvanometer  to 
record  the  cardiac  wave  forms  which 
he  later  named  P,  QRS  and  T.  For  this 
accomplishment,  he  later  received  the 
Nobel  Prize  in  physiology  or  medicine 
in  1924.  The  ECG  measures  the  forces 
generated  by  the  propagation  of 
charges  across  the  cardiac  membranes 
(electrical  potentials).  The  difference 
in  resting  membrane  potentials  records 
electrical  activity  of  varying  configu- 
rations. 

Blood  Supply  to  the  Sinoatrial  Node 

The  action  potential  begins  near 
the  sinoatrial  node,  a region  of  special- 
ized atrial  cells  near  the  junction  of  the 
superior  vena  cava  and  the  right 
atrium.  The  sinus  node  cells  (P  cells) 
are  5 to  10  |im  oval  cells  that  are  ca- 
pable of  undergoing  spontaneous  di- 
astolic depolarization  and  responding 
to  changes  in  autonomic  tone.  The 
blood  supply  to  the  sinoatrial  node  is 
provided  by  the  sinoatrial  nodal  ar- 


tery.1 This  artery  generally  is  a branch 
of  the  right  coronary  artery  (in  60%), 
but  may  originate  from  the  left  circum- 
flex artery  (40%).  The  artery  trans- 
verses  the  mid-portion  of  the  sinoatrial 
node  cells  without  direct  branches. 

Atrial  Depolarization 

With  depolarization  of  the  si- 
noatrial node,  the  action  potential 
spreads  across  the  right  atrium,  the  in- 
teratrial septum  and  the  left  atrium  in 
a leftward  and  inferior  direction.  The 
initial  deflection  of  the  P wave  repre- 
sents right  atrial  activation.  The  role 
of  the  intemodal  pathways  is  uncertain. 
It  is  generally  accepted  that  the  wave 
of  depolarization  in  the  right  atrium  can 
reach  the  AV  node  through  an  ante- 
rior (fast)  pathway  and/or  a posterior 
(slow)  pathway. 

P Wave  Axis 

In  normal  sinus  rhythm,  the  P wave 
should  be  upright  in  leads  I and  II  (P  wave 
axis  between  30°  and  80°).  An  atrial 
rhythm  is  present  when  the  P wave  vec- 
tor is  less  than  30°  or  greater  than  80°. 

P Wave  Width 

The  width  of  the  normal  P wave 
should  be  .07-.  12  second.  A P wave  of 
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Table  1.  Complete  Problem  List 

1 . Valvular  disease 
Etiology: 

Mitral  stenosis 

Anatomy: 

Dilation  of  RA,  RV,  and  LA 
Normal  left  ventricular  dimensions 
Calcified  anterior  mitral  valve  leaflet 

Physiology: 

Mild  mitral  regurgitation 

Mitral  valve  peak  velocity  1.9m/sec 

Mitral  valve  peak  gradient  15  mmHg 

Functional  Capacity: 

NYHA  Class  III 

Objective  Assessment:  C 

2.  Chronic  Obstructive  Pulmonary  Disease 

greater  duration  is  seen  in  patients  with 
an  interatrial  conduction  disturbance 
commonly  caused  by  delayed  or  pro- 
longed left  atrial  activation  (P  mitrale). 
Mild  notching  of  the  P wave  may  be 
normal  and  is  due  to  the  transition  of 
the  depolarization  wave  from  the  right 
to  the  left  atrium. 

In  a previous  study,  Morris  and  his 
associates  evaluated  200  patients  to 
determine  accurate  parameters  for  de- 
termining left  atrial  abnormalities.2 
Of  these,  113  patients  were  normal  and 
the  remaining  study  group  had  known 
aortic  or  mitral  valve  disease.  In  this 
study,  the  authors  noted  that  the  prod- 
uct of  the  amplitude  and  the  duration 
of  the  negative  portion  of  the  P wave 
in  lead  VI  (P  terminal  force)  is  more 
negative  than  -0.03  mm-second  in  92% 
of  the  patients  with  left-sided  valvular 
disease  and  in  only  2.5%  of  the  normal 
population. 

P Wave  Amplitude 

Normal  P wave  amplitude  should 
not  exceed  .25mV  (2.5  mm).  Tall 
and  peaked  P waves  are  characteris- 
tically suggestive  of  significant  pul- 
monary disease  (P  pulmonale).3 
These  peaked  P waves  often  are 
found  in  leads  II,  III  and  aVF. 
Though  these  peaked  P waves  are 
common  in  pulmonary  disease,  they 
may  be  seen  in  patients  of  slight  body 
build.  Though  P pulmonale  is  clini- 
cally often  associated  with  right 
atrial  abnormality,  it  tends  to  be  a 
nonspecific  finding.  In  one  study 
that  included  100  patients  with  an 
electrocardiogram  that  had  suggestion 
of  P pulmonale,  49  patients  had  any  un- 
derlying disease  processes  that  could  be 


thought  to  contribute  to  their  develop- 
ment of  a right  atrial  abnormality. 4 

Sensitivity  and  Specificity  of  the  ECG 
in  Detection  of  Atrial  Abnormalities 

In  one  autopsy  study,  nearly  one- 
quarter  of  patients  with  left  atrial  hy- 
pertrophy had  no  electrocardiographic 
evidence  of  an  atrial  abnormality.  As 
compared  to  echocardi-ography,  the 
ECG  has  similar  specificity  but  a sensi- 
tivity that  hovers  in  the  70%  range. 
The  most  specific  ECG  characteristics 
of  left  atrial  abnormality  are  notching 
of  the  P wave  followed  by  a negative  P 
terminal  vector.  In  right  atrial  enlarge- 
ment, the  positive  predictive  value  of 
a QR  pattern  in  lead  VI  is  100%  as 
compared  to  echocardiographic  criteria.5 

Next  month’s  edition  of  “CCU: 
Cardiology  Commentary  and  Update” 
will  focus  on  common  abnormalities  of 
the  QRS  complex.  ■ 
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Fig.  1 . The  electrocardiogram  shows  left  atrial  abnormality  due  to  anatomically  severe  mitral  stenosis. 
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Outpatient  Chart  Documentation  in  Arkansas: 

A Report  From  Medicaid  Managed  Care  Services 

Laura  Ferguson,  MHSA 
William  E.  Golden,  MD 


Author’s  Note:  For  the  past  five  years,  the  Arkansas 
Foundation  for  Medical  Care  Inc.  (AFMC) , Health  Care 
Quality  Improvement  Program  (HCQIP),  has  focused 
primarily  on  inpatient  projects.  In  1996,  vue  began  expanding 
project  information  to  include  outpatient  issues.  Earlier 
ambulatory  topics  included  management  of  thyroid  disease , 
diabetes  and  flu  immunization. 

This  AFMC  project  focuses  on  the  prevalence  of  facility 
resources  to  manage  hypertension  and  asthma  as  part  of 
quality  improvement  efforts  for  Medicare  and  Medicaid 
patients  in  Arkansas.  AFMC  understands  that  outpatient 
facilities  frequently  lack  an  infrastructure  to  conduct  outpatient 
chart  audits  in  an  efficient  and  effective  fashion.  This  difficulty 
in  data  acquisition  reflects  a significant  barrier.  Nevertheless, 
certain  processes  and  structural  elements  can  be  assessed  to 
improve  management  of  common  outpatient  conditions. 

Good  patient  care  requires  careful  documentation  of  on- 
going  treatments  and  evaluations.  Such  attention  to 
record-keeping  is  important  for  assisting  providers  to  re- 
view progress,  communicate  to  consultants,  justify  payments 
and  document  quality  of  care.  Simply  put,  medicine  is  now 
too  complicated  to  rely  solely  on  one’s  memory  or  brief  phrases 
to  describe  a patient’s  condition. 

Despite  the  acknowledgment  that  good  record- 
keeping an  important  attribute,  not  all  busy  practices  have 
systematically  put  into  place  procedures  to  assure  the  reliable 
documentation  of  every  visit.  These  potential  gaps  in  the  pa- 
tient record  promote  possible  management  errors,  medicole- 
gal liability  and  accusation  of  fraudulent  hilling. 

Medicaid  Managed  Care  Services,  (MMCS)  a division  of 
the  Arkansas  Foundation  for  Medical  Care  (AFMC),  works 
with  the  Department  of  Human  Services  to  oversee  the  utili- 
zation and  quality  of  services  connected  with  the  Medicaid 
Managed  Care  program  and  the  ARKids  First  initiative.  One 
effort  in  this  program  focused  on  the  quality  of  medical  record 
keeping  documenting  care  for  Medicaid  recipients.  This  re- 
port documents  results  of  initial  survey  activity. 

Methods 

MMCS  staff  developed  a chart  abstraction  tool  designed 
to  identify  proper  documentation  of  billed  services.  Certain 
elements  were  felt  to  be  mandatory  for  the  provider  to  be  in 
compliance  with  the  conditions  for  participation  in  the  state’s 


Medicaid  Managed  Care  program.  These  data  elements  include 
patient  identification,  presence  of  record  for  date  of  service, 
history  of  present  illness/chief  complaint,  physical  exam,  as- 
sessment/diagnosis, treatment  plan,  legible  initial/signature,  test 
results  recorded  and  patient  history. 

In  addition,  we  were  interested  in  ascertaining  whether 
other  elements  of  record-keeping  that  can  promote  continuity 
and  integrated,  responsive  care  were  a part  of  the  office  medi- 
cal record.  A complete  listing  of  the  chart  items  included  in 
this  review  is  presented  in  the  attached  element  table. 

Most  of  the  elements  in  the  MMCS  abstraction  tool  are 
consistent  with  previous  professional  society  recommendations 
and  are  included  in  office  assessment  programs  such  as  the 
American  Medical  Accreditation  Program  of  the  American 
Medical  Association.  In  addition,  the  abstraction  tool  and  the 
plans  for  this  review  were  shared  with  the  Arkansas  Medical 
Society  and  the  Arkansas  chapter  of  the  American  Academy 
of  Family  Physicians  for  their  suggestions  and  endorsement. 

Three  clinic  sites  were  identified  to  field  test  the  abstrac- 
tion document  and  to  train  nurse  record  abstractors  on  the 
elements.  Data  collection  did  not  ensue  until  there  was  clarity 
in  the  abstraction  tool  and  a high  degree  of  inter-rater  reliability 
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Required  Elements 

Non-Required  Elements 

• Record  Present  for  Date  of  Service 

• Problem  List 

• Patient  Identification 

• List  of  Current  Medications 

Table  1: 

• History  of  Present  Illness/Chief  Complaint 

• Test  Results  Noted 

MMCS  General 

• Physical  Exam* 

• Allergies  Noted 

Documentation 

• Assessment/Diagnosis 

•Telephone  Calls  Noted 

Chart  Review 

• Treatment/Plan 

• One  of  Last  Four  Visit  Notes  has  Vital 

• Legible  Initial/Signature 

Signs  Noted 

rrOJcCI 

• Test  Results  Recorded 

• Medicaid  Number  Documented  in  Chart 

Indicators 

• Patient  History 

• Acceptable  minimum  includes  notation 

of  vital  signs 

Reference:  Medicaid  Provider  Manual,  Section  202 

Report  1 : Statewide  Compliance  by  Region 

REGION 

Record 

Count 

Required 

Elements 

Non-required 

Elements 

Overall 

Compliance 

Northwest 

465 

84.4 

68.5 

77.4 

Northeast 

338 

89.8 

68.3 

80.4 

South 

336 

91.1 

73.5 

80.4 

Central 

210 

85.0 

72.4 

79.5 

Statewide 

1349 

87.3 

71.0 

80.2 

Patient 

Identification 

Record  for 
Date  of  Service 

History  of  Present  Illness/ 
Chief  Complaint 

Physical  Exam 

Northwest 

456 

438 

432 

422 

Northeast 

338 

320 

314 

308 

South 

335 

312 

311 

312 

Central 

133 

197 

185 

312 

Statewide 

1262 

1267 

1242 

1220 

Assessment/ 

Diagnosis 

Treatment/Plan 

Legible  Initial/Signature 

Test  Results 
Recorded 

Northwest 

427 

426 

342 

338 

Northeast 

312 

316 

310 

318 

South 

311 

310 

311 

307 

Central 

187 

190 

175 

188 

Statewide 

1237 

1242 

1138 

1151 

Patient  History 

Problem  list 

List  of  Current  Medications 

Test  Results  Noted 

Northwest 

252 

223 

357 

274 

Northeast 

197 

187 

255 

232 

South 

245 

1 73 

321 

257 

Central 

173 

171 

166 

118 

Statewide 

867 

754 

1099 

881 

Allergies  Noted 

Telephone  Calls  Noted 

One  of  Last  Four  Visit  Notes 
has  Vital  Signs  Noted 

Medicaid  Number 
Documented  in  Chart 

Northwest 

400 

182 

422 

371 

Northeast 

269 

134 

231 

307 

South 

261 

105 

312 

300 

Central 

138 

121 

161 

190 

Statewide 

1068 

542 

1126 

1168 

349  Records  analyzed  for  4 regions  on  9/ 

16/98 

in  the  collection  of  the  information. 

The  state  was  divided  into  four  re- 
gions — central,  southern,  northwest  and 
northeast  — and  one  review  staff  mem- 
ber was  assigned  to  each.  Physician  names 
were  then  randomly  selected  from  the 
Arkansas  Medicaid  provider  list.  To  ob- 
tain the  sample,  each  PCP  was  assigned  a 
computer-generated  random  number.  The 
sample  of  PCPs  selected  had  the  lowest 


random  numbers  and  also  met  the  crite- 
ria of  having  filed  a claim  during  state  fis- 
cal year  1998  for  one  or  more  office  vis- 
its, EPSDT  screens,  ARKids  preventive 
health  screens,  EPSDT  physicals  and/or 
EPSDT  interperiodic  medical  screens. 
Eight  percent  of  all  PCPs  were  reviewed 
(exceeding  the  initial  goal  of  5%),  for  a 
total  sample  of  159  PCPs. 

Once  names  were  assigned,  MMCS 


reviewers  mailed  the  selected  PCPs  in  their 
regions  an  advance  letter  explaining  the 
purpose  for  their  upcoming  visit.  The  fol- 
lowing week,  MMCS  reviewers  tele- 
phoned the  PCPs  in  their  regions  to  sched- 
ule a visit  and  provide  a list  of  specific 
charts  that  were  requested  for  review. 
MMCS  selected  to  review  as  many  as  10 
charts  per  PCP  based  on  a random  sample 
of  the  PCP’s  recipient  claims  for  97-98.1 
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Chart  Audit  Results: 


Patient  ID  Data  Recorded  Chief  Complaint  Physical  Exam  Assessment  Treatment  Legible  Sign  Test  Results  Patient  History 

Required  Elements  Fig.1 


For  those  PCPs  who  had  seen  fewer  than 
10  recipients  during  the  reporting  period, 
MMCS  reviewed  as  many  charts  as  were 
available. 

During  the  on-site  visit,  the  reviewer 
coded  each  tool  element  as  either  present  ( 1 ) 
or  missing  (0),  which  meant  the  PCP  could 
score  between  zero  and  nine  on  the  required 
elements.  Depending  on  the  number  of 
charts  reviewed,  the  total  points  possible  for 
each  PCP  was  detennined  by  multiplying 
the  number  of  charts  reviewed  by  nine.  For 
example,  those  PCPs  with  10  charts  re- 
viewed could  score  a total  of  90  points.  Be- 
cause some  doctors  had  fewer  than  10  charts 
available,  MMCS  adjusted  for  the  number 
of  charts  reviewed.  Each  PCPs  final  score 
was  calculated  as  a ratio  of  the  total  number 
of  points  they  had  earned  divided  by  the 
total  points  possible  for  the  number  of  charts 
reviewed.  This  number  was  expressed  as  a 
percentage.  For  example,  a PCP  who  had 
only  one  chart  reviewed  and  earned  six 
points  (out  of  a possible  nine)  on  that  chart 
would  score  66.7%  (6/9=66.7%). 

Across  the  entire  sample  of  159  PCPs, 
the  results  indicated  an  87.3  mean  percent- 
age of  required  elements  found  on  reviewed 
charts  with  a standard  deviation  of  1 2.01  %. 
To  identify  PCPs  with  significantly  fewer 
required  elements  present  in  their  charts 
than  the  average  PCP  (i.e.,  outliers),  a two 
standard  deviation  criterion  was  adopted 
(<63.24%).  This  criterion  is  commonly 
used  and  typically  results  in  fewer  than  5% 
of  cases  being  identified.  This  criterion 
greatly  reduces  the  likelihood  that  indi- 
viduals will  be  identified  who  are  not  ac- 
tually performing  significantly  below  the 
comparison  level. 

Results 

During  the  first-quarter  reviews  (July- 


September  1998),  the  MMCS  review 
staff  visited  159  Arkansas  PCPs  and  re- 
viewed more  than  1,300  charts.  The 
statewide  rate  across  both  required  and 
nonrequired  elements  was  80.2%,  for  re- 
quired elements  was  87.3%  and  for 
nonrequired  elements  was  71%.  Overall 
results  for  required  elements  were  encour- 
aging, as  seven  had  a 100%  compliance 
rate.  Seven  PCPs  scored  two  standard 
deviations  below  the  mean. 

Of  the  required  elements,  highest 
compliance  (93%)  was  for  patient  iden- 
tification and  record  for  date  of  service 
categories.  The  two  elements  receiving 
the  lowest  scores  were  patient  history 
(64-9%)  and  legible  initials/signature 
(83.4%).  Section  202  of  the  Arkansas 
Medicaid  Provider  Manual  requires  that 
PCP  records  contain  “(a.)  history  and 
physical  examination”  with  any  new  pa- 
tient encounter.  Likewise,  the  same  sec- 
tion indicates  that  PCPs  must  include  the 
“(f.)  signature  or  initials  of  physician  af- 
ter each  visit.” 

Figure  1,  Chart  Audit  Results,  pro- 
vides a breakdown  of  each  required  ele- 
ment average  per  region.  Additionally, 
the  following  summaries  were  derived 
based  on  each  region’s  statistical  findings: 

A.  Northwest:  PCPs  documented 
patient  identification  and  record  present 
for  date  of  service  significantly  more  than 
physical  exam,  assessment,  legible  signa- 
ture, test  results,  patient  history  and  treat- 
ment (patient  identification  only).  Pa- 
tient history  was  significantly  lower  than 
all  other  elements. 

B.  Northeast  and  South:  In  both  of 
these  regions,  patient  identification  was 
significantly  higher  than  all  other  ele- 
ments, whereas  patient  history  was  signifi- 
cantly lower  than  all  other  elements. 


C.  Central:  Although  patient  identi- 
fication was  the  most  commonly  found 
documented  element  in  the  other  three 
regions,  it  was  the  least  found  element  for 
the  central  region  and  significantly  lower 
than  all  other  elements  except  patient  his- 
tory. Record  present  for  date  of  service  was 
documented  the  most,  significantly  more 
than  all  elements  except  test  results.  As  in 
other  regions,  patient  history  was  not  well 
documented  and  was  found  significantly 
less  than  documentation  of  record  present 
for  date  of  service,  chief  complaint,  assess- 
ment and  treatment. 

Statistical  analysis  of  region  effects  for 
each  element  revealed: 

A.  The  central  region  had  a signifi- 
cantly lower  percentage  of  documented  pa- 
tient identification  than  PCPs  in  any  other 
region. 

B.  PCPs  in  the  northwest  were  consid- 
erably less  likely  to  have  a legible  signa- 
ture than  those  PCPs  reviewed  in  the 
northeast  or  south. 

C.  Northwest  PCPs  also  were  notably 
less  likely  to  document  test  results  in  their 
patient  charts  than  any  other  region. 

D.  Patient  history  was  noted  significantly 
fewer  times  in  the  northwest  and  northeast 
than  in  the  south  or  central  regions. 

Discussion 

The  MMCS  medical  record  project 
found  that  most  providers  keep  reasonably 
complete  documentation,  but  that  sub- 
stantial variation  exists  between  offices. 
Our  initial  sample  of  physician  offices 
documented  a median  compliance  of  90% 
for  the  required  Medicaid  chart  elements. 
A handful  of  offices  supplied  fewer  than 
65%  of  the  required  elements  in  the  ran- 
domly selected  dates  of  service.  Report  1 
shows  a cumulative  distribution  of  element 
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compliance  in  our  office  sample. 

Following  the  study,  MMCS  mailed  a 
one-page  report  to  each  PCP  reviewed  in 
the  initial  sample.  This  report  provided  the 
individual  PCP’s  scores  in  required  ele- 
ments, nonrequired  elements  and  overall 
compliance  score.  To  keep  results  confi- 
dential, no  names  were  included  on  the 
reports,  only  Medicaid  provider  numbers. 
MMCS  provider  representatives  will 
schedule  follow-up  focus  visits  with  those 
PCPs  who  fell  below  the  65%  threshold 
(two  standard  deviations  below  the 
mean)  in  required  elements  to  discuss 
documentation  requirements  and  answer 
questions.  MMCS  anticipates  improve- 
ment and  thus,  in  order  to  record  im- 
provement, one  of  our  reviewers  will  re- 
visit those  PCPs  whose  compliance  rates 
indicate  deficiencies  in  required  chart 
documentation. 

Beginning  in  January  1999,  MMCS 
reviewers  will  increase  the  number  of 
PCPs  reviewed  from  5%  to  15%-25%  per 
quarter.  With  this  increase,  we  plan  to 
visit  each  Medicaid  primary  care  provider 
at  least  once  a year. 


Visited  PCPs  will  receive  a detailed 
record  of  their  performance  in  comparison 
to  regional  and  statewide  norms.  Also,  im- 
mediately following  the  MMCS  visit,  the 
reviewer  will  conduct  an  exit  interview 
with  PCPs  and  staff  to  answer  any  ques- 
tions and  assist  in  identifying  quality  im- 
provement areas.  MMCS  outreach  staff 
will  visit  practices  with  substantial  defi- 
ciencies in  record  for  a review  of  the  infor- 
mation and  discussion  of  potential  changes 
in  office  procedure.  MMCS  will  share  re- 
sults of  this  program  with  the  profession  and 
its  component  societies.  It  is  hoped  that  this 
educational  format  will  result  in  uniform 
compliance  with  required  record-keeping 
without  the  need  for  directive  action  and 
lead  to  better  health  care  for  the  citizens  of 
our  state. 

(Note:  In  order  to  ensure  that  the 
PCP’s  accuracy  score  was  not  biased  hy  the 
number  of  charts  reviewed,  a Pearson  cor- 
relation was  first  done  to  determine 
whether  the  number  of  charts  reviewed  per 
PCP  was  related  to  the  percentage  accu- 
racy obtained.  There  was  no  relationship 
observed,  p>  0.  #40,  and  thus,  no  adjust- 


ment was  necessary  for  number  of  charts 
reviewed.) 

Laura  Ferguson,  MHSA,  is  with  Medic- 
aid Managed  Care  Services.  Dr.  William 
Golden  is  with  the  Arkansas  Foundation  for 
Medical  Care  and  the  University  of  Arkansas 
for  Medical  Sciences.  ■ 
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LOSS  PREVENTION 


Case  Report: 

Rush  to  Judgement? 

J.  Kelley  Avery,  MD 


After  the 
patient’s 
discharge 
from  the 
hospital,  the 
biopsy  of  the 
prostate  was 
reviewed  and 
it  was  the 
consensus  of 
all  the 
pathologists 
in  the 

department, 
including  the 
one  who 
originally 
reported  the 
case,  that  the 
diagnosis  was 
benign 
prostatic 
hypertrophy. 


A 65 -year-old  man  gave  his  primary  care 
clinic  physician  a history  of  gross  hematuria 
for  two  weeks,  emphasizing  that  he  had  the 
“flu”  during  this  time,  hut  was  improving. 

The  documented  physical  examination 
was  confined  to  the  genitalia  and  the  digi- 
tal examination  of  the  prostate.  The  physi- 
cian recorded  there  was  some  tenderness  on 
palpation  of  the  epididymis  and  the  pros- 
tate, and  his  impression  was  that  the  patient 
had  some  infection  of  the  lower  urinary 
tract,  i.e.,  prostatitis  and  epididymitis.  On 
this  impression  an  appointment  was  made 
for  the  patient  to  be  examined  in  the  urol- 
ogy clinic.  Six  days  later,  a urologist  saw  and 
examined  him. 

The  examination  was  not  recorded  by 
the  specialist,  but  on  the  basis  of  the  his- 
tory, and  whatever  examination  was  done, 
an  IVP  and  biopsy  were  ordered.  Three  days 
later  the  laboratory  reported  a PSA  of  7.9 
(normal  0-4-0)  and  four  days  later  the  IVP 
reported.  It  read,  “Possible  duplicated  kid- 
ney on  the  left,  with  possible  cyst  or  mass  in 
the  upper  pole  on  the  left  kidney.  Enlarged 
prostate  gland,  apparently  causing  bladder 
outlet  obstruction  Suggestion:  Ultrasound  of 
the  kidneys  for  further  evaluation.” 

As  far  as  the  documentation  is  con- 
cerned, there  was  no  prebiopsy  evaluation 
of  the  kidneys  as  recommended  in  the  re- 
port. The  biopsy  of  the  prostate  was  done 
on  the  same  day  as  the  IVP,  and  the  report 
on  the  frozen  section  was,  “Needle  biopsy 
moderately  well  differentiated  adenocarci- 
noma and  prostatitis.” 

About  a week  later  a bone  scan  was  done 
and  reported  as  negative.  Renal  ultrasonog- 
raphy was  done  at  this  time  and  there  was 
no  evidence  of  a solid  mass  in  the  kidney, 
but  in  the  upper  pole  of  the  left  kidney  there 
was  reported  what  was  consistent  with  a 
“complex  cyst.”  The  report  further  read, 
“Differential  diagnosis  would  include  simple 


cyst  complicated  by  hemorrhage  and  infec- 
tion. One  cannot  exclude  carcinoma.”  No 
other  abnormalities  were  reported. 

After  receiving  this  report,  the  urologist 
discussed  with  the  patient  both  radiation 
and  radical  prostatectomy  for  his  diagnosed 
cancer  of  the  prostate.  The  patient  agreed 
to  the  radical  surgical  procedure.  About  a 
month  after  he  first  presented  to  the  primary 
care  clinic,  a CT  of  the  abdomen  was  done. 
The  only  comment  was  “moderate  hiatal  her- 
nia and  possible  gallstones.”  The  record  did 
not  include  a report  on  the  examination  of 
the  permanent  sections  of  the  prostate  biopsy. 

It  was  about  six  weeks  after  this  patient’s 
initial  visit  to  the  clinic  that  he  was  admitted 
to  the  hospital  for  a radical  prostatectomy. 
Again,  there  is  documented  a good  discus- 
sion of  the  risks  and  benefits  of  the  surgery 
except  that  in  the  record,  no  mention  of  im- 
potence is  recorded  as  a complication.  He  was 
taken  to  the  operating  room  where  the  pro- 
cedure was  carried  out  without  incident. 

The  following  day  the  pathology  report 
was  attached  to  the  chart.  It  reported  that  the 
prostate  showed  benign  prostatic  hypertrophy 
and  the  lymph  nodes  did  not  show  any  evi- 
dence of  malignant  disease.  After  the  patient’s 
discharge  from  the  hospital,  the  biopsy  of  the 
prostate  was  reviewed  and  it  was  the  consen- 
sus of  all  the  pathologists  in  the  department, 
including  the  one  who  originally  reported  the 
case,  that  the  diagnosis  was  benign  prostatic 
hypertrophy. 

The  patient  was  informed  of  the  error  at 
the  first  routine  visit  to  the  clinic  after  the 
surgery.  He  did  well  after  surgery  except  that 
three  months  afterward,  he  claimed  that  he 
was  impotent  as  a result  of  the  operation. 

Six  months  later  a lawsuit  was  filed 
charging  the  pathologist  with  negligence  in 
the  reporting  of  the  frozen  section  from  the 
prostate  as  cancerous  and  the  urologist  with 
a deviation  from  an  acceptable  standard  of 
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Should  practicing  physicians  delay  radical 
surgery  until  permanent  tissue  sections 
are  examined?  From  the  standpoint  of 
loss  prevention,  the  answer  is  yes.  This 
practice  would  prevent  most  cases  that 
turn  on  an  error  in  tissue  diagnosis  made 
by  a pathologist. 


care  in  that  the  informed 
consent  did  not  warn  him  of 
possible  impotence  as  a com- 
plication. 

Loss  Prevention 
Comments 

The  urologist  in  this  case 
proceeded  to  act  on  the  infor- 
mation he  had,  even  though 
there  appeared  to  be  a “rush 
to  judgment”  in  that  the  de- 
cision to  proceed  with  the 
radical  surgery  was  made,  ac- 
cording to  the  record,  less 
than  a week  after  the  patient 
reported  to  the  clinic.  It  is 
documented  that  this  deci- 
sion was  made  before  the 
workup  was  complete  in  that 
the  possible  complex  cyst  in 
the  left  kidney  had  not  been 
thoroughly  studied  to  rule  out 
the  possibility  of  malignancy 
in  the  kidney  which  would 
have  been  consistent  with 
the  original  complaint  of  gross 
hematuria. 

There  was  lack  of  good, 
informed  consent  in  that  the 
possibility  of  impotence  was 
not  a prominent  part  of  the 
discussion.  The  physician 
said  in  deposition  that  he 
did,  in  fact,  mention  this 
complication  but  in  the 
documentation  of  that  dis- 
cussion bleeding  and  infec- 
tion only  were  made  part  of 
the  record.  I am  sure  that 
this  62-year-old  man  would 
have  considered  this  possibility  as  one 
of  the  most  important  and  threaten- 
ing. In  the  consideration  as  to  the 
management  of  this  case,  the  prospect 
of  a “swearing  contest”  between  the 
urologist  and  the  patient  was  promi- 
nent in  the  minds  of  the  defense  at- 
torneys. Usually  the  patient  wins  such 
a contest.  Both  the  clinician  and  the 
pathology  department  should  have 
noted  the  absence  of  the  permanent 
diagnosis.  This  kind  of  system  failure 
is  extremely  common  in  cases  where 
there  is  a bad  result,  and  only  in  ret- 


rospect is  the  absence  of  the  critical 
report  discovered.  This  is  especially 
damaging  when  the  error  is  discov- 
ered, as  it  was  in  this  case,  by  the 
plaintiff  attorney  in  the  examination 
of  the  medical  record  of  the  patient 
with  the  complaint. 

The  liability  of  the  pathologist  is 
present  on  its  face.  This  physician  was 
a junior  member  of  the  department 
and  although,  in  retrospect,  it  would 
have  been  wise  to  ask  for  a more  se- 
nior review  of  the  tissue  before  the  fi- 
nal report  was  issued,  this  was  not 


done.  One  must  wonder  why 
that  in  the  departments  of  pa- 
thology it  is  not  a policy  for 
this  to  be  done  routinely  and 
with  all  kinds  of  tissues  that 
will  he  examined  by  the  phy- 
sician brought  in  as  a new 
member  of  the  team. 

This  kind  of  policy  may  ex- 
ist but  if  it  does,  it  was  not  fol- 
lowed in  this  case.  The  expec- 
tation is  that  one’s  own  limita- 
tions are  appreciated  and  are 
taken  into  account  by  the  phy- 
sician in  any  field  of  practice  so 
that  errors  are  prevented.  This 
physician  apparently  felt  secure 
in  the  examination  of  this  fro- 
zen section  but  when  the  re-ex- 
amination  occurred,  was  will- 
ing to  agree  that  the  original 
reading  had  been  an  error. 

Shotdd  practicing  physi- 
cians delay  radical  surgery  un- 
til permanent  tissue  sections 
are  examined?  From  the  stand- 
point of  loss  prevention,  the 
answer  is  yes.  This  practice 
would  prevent  most  cases  that 
turn  on  an  error  in  tissue  diag- 
nosis made  by  a pathologist. 
There  would  have  been  ample 
time  in  this  case  to  do  just  that. 
It  is  now  consensus  that  the 
prognosis  of  the  patient  is 
probably  never  significantly 
harmed  by  the  practice  of 
waiting  for  the  permanent  sec- 
tions. H 

The  case  of  the  month  is  taken  from 
actual  Tennessee  closed  claims.  An  at- 
tempt is  made  to  fictionalize  the  material 
in  order  to  make  it  less  easy  to  identify.  If 
you  recognize  your  own  case,  please  be 
assured  that  it  is  presented  solely  for  the 
purpose  of  emphasizing  the  issues  pre~ 
sented. 

Dr.  Avery  is  a member  of  the  Loss 
Prevention  Committee,  State  Volunteer 
Mutual  Insurance  Co.,  Brentwood, 
Tenn.  This  article  appeared  in  the  Au- 
gust 1998  issue  o/Tennessee  Medicine. 
It  is  reprinted  with  permission . 
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Christopher  Hays  Pope,  MD 


Professional  Information: 

Name:  Christopher  Hays  Pope 

Address:  Central  Arkansas  Radiation  Therapy  Institute, 
Markham  Street  at  University  Avenue,  P.O.  Box  5210, 
Little  Rock  72205 
Specialty:  Radiation  oncology 

Business  affiliates/organizations:  ASTRO,  ACRO, 
ACR,  ASCO 

Honor s/Awards:  Outstanding  Microbiology  Graduate 
1988,  Phi  Kappa  Phi,  Alpha  Omega  Alpha 

Personal  Information: 

Date  and  place  of  birth:  July  27,  1966,  Lexington,  Ky. 
Hobbies:  Weightlifting,  scuba  diving,  travel,  military 
history,  science  fiction. 


r.  Christopher  Pope  says  his  sixth-grade 
teacher,  Mrs.  O’Connell,  read  “The  Hobbit”  to 
her  class  and  that’s  all  it  took  to  spark  an  interest 
in  reading  and  learning  for  the  future  radiation 
oncologist. 

According  to  a profile  he  provided  to  The  Jour- 
nal, Dr.  Pope  is  proud  to  have  completed  his  board 
certification.  It  he  weren’t  an  oncologist,  Dr.  Pope 
says  he  would  opt  for  a career  as  a scuba  instructor, 
which  jibes  with  his  choice  of  favorite  vacation  spots 
— the  Fiji  Islands.  Besides  scuba,  during  his  time 
away  from  CARTI,  Dr.  Pope  also  enjoys  traveling, 
military  history,  weightlifting  and  science  fiction. 

Despite  his  self-confessed  worst  habit  of  oversleep- 
ing, Dr.  Pope  gives  himself  a pat  on  the  back  for  not 


procrastinating.  He’s  also  the  proud  owner  of  an  18th 
century  Japanese  sword  and  hopes  to  eventually  set 
foot  on  all  seven  continents. 

The  single  doctor  says  his  favorite  junk  food  is  pizza, 
and  he  recently  completed  reading  “Napoleon”  by 
David  Chandler. 

Dr.  Pope,  who  says  he  looked  up  to  James  Bond 
when  he  was  a child,  first  earned  a paycheck  mowing 
yards.  That  first  job,  by  the  way,  also  is  listed  as  his 
choice  for  worst  job. 

He  says  the  single  word  that  sums  him  up  best  is 
“funny.”  However,  Dr.  Pope  sometimes  loses  his  sense 
of  humor  when  dealing  with  automated  voice  menus 
on  telephone  systems. 

Carpe  diem  is  his  philosophy  for  life.  ■ 
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ARE  YOU  READY?  MEDARS  2000  IS. 

Medicare  has  mandated  that  all  electronic  claims  software  be  Y2K  compliant  by  April  5, 1999. 


If  your  current  system  has  not  been  certified,  you  may  be  too  late.  Don’t  lose  valuable  time  and 
money.  Call  today  to  see  the  solution  for  the  future. 

MedArs  2000  has  the  Microsoft®  ‘look  and  feel’  and  is  a preemptive  multitasking,  Y2K  compliant 
program.  MedArs  2000  is  as  easy  to  use  as  Windows  98  on  your  home  computer.  It  has  all  you 
need  to  manage  your  practice  effectively.  We  guarantee  our  product. 


Call  for  a free  demonstration. 


Interlink  Systems  Group,  Inc. 
Sherlyn  Cate  (501)  442-0825 
Terri  Pesnell  (501)  582-0110 
Office  (501)444-8518 
Fax  (501)444-9644 


AX' 


CINDY  CbNGiR 
MBA,  CPA/PFS,  CFP 

* 


They  can  be  found  at  The  Arkansas  Financial  Group. 

NCIAL  ADVISERS 

Worth 


Since  1985, 
we’ve  been 
helping  busy 
people  make 
smart  financial 
decisions.  So 
next  time 
you’re  looking 
for  objective 
answers  to 
life’s  crucial 
financial  deci- 


Here’s  what  the  editors 
of  Worth  and  Medical 
Economics  had  to  say: 

“The  Best  300  Financial 
Advisers,  9/98 ” 

“ The  Best  250  Financial 
Advisers,  10/97 ” 

“The  120  Best  Financial 
Advisers  for  Doctors,  7 127 /OS'1 


EICK  ADKINS 
IBA,  CFP,  ChFC 


medical 

economics 

fri  *+ 
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sions,  call  The 

Arkansas 

Financial 

“ Fee-only , objective,  customized, 
comprehensive,  affordable  advice' 
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PEOPLE+EVENTS 


HONORED 


Dr.  Heaton  Named  Chairman  of  Cancer  Liaison  Program 

Dr.  Keith  M.  Heaton  of  Little  Rock  is  the  new  chairman  of  the 
Arkansas  Cancer  Liaison  Program,  part  of  the  American  College  of 
Surgeons  Commission  on  Cancer. 

Dr.  Heaton  is  one  of  more  than  1,800  volunteer  cancer  liaison  physi- 
cians who  lead  the  Approvals  Program  and  other  Commission  on  Cancer 
endeavors.  As  state  chairman,  Dr.  Heaton  will  help  choose  and  lead 
cancer  liaison  physicians  as  local  cancer  programs  are  established. 

Brummett  Chosen  to  Lead  Pulaski  Medical  Society 

Carolyn  Brummett  is  the  latest  executive  director  of  the  Pulaski 
County  Medical  Society.  She  succeeds  Fred  Reddoch. 

Brummett  has  more  than  25  years  of  experience  in  communications, 
community  development,  media  and  management.  She  is  founder  of 
Brummett  Consulting,  LLC,  which  specializes  in  health  care  communica- 
tions and  public  relations. 

Booneville  Surgeon  Honored  for  Work  With  Army 

Dr.  Sahibzada  A.  Ahmed  of  Booneville  received  a commendation  from 
the  U.S.  Army  for  his  laparoscopic  surgery  work  at  Fort  Hood  in  Killeen, 
Texas. 

Ahmed  made  three  trips  from  June  1997  through  April  1999  to  Fort 
Hood  to  guide  surgeons  in  laparoscopic  surgery,  which  is  needed  to  repair 
hiatal  hernias. 

Dr.  Pappas  Receives  Caduceus  Club  Award 

The  Arkansas  Caduceus  Club  presented  Dr.  James  J.  Pappas  of  Little 
Rock  with  the  Distinguished  Alumnus  Award  from  the  College  of  Medi- 
cine at  the  University  of  Arkansas  for  Medical  Sciences.  The  award  is  for 
“exemplary  dedication  to  patients,  family  and  community  and  commit- 
ment of  the  support  of  medical  education.” 


OBITUARY 


Dr.  Guy  P.  Shrigley 

Dr.  Guy  P.  Shrigley,  84,  of  Clarksville  died  Aug.  14,  1999. 

Dr.  Shrigley  practiced  medicine  in  Clarksville  for  42  years  before 
retiring  in  1982.  He  graduated  from  the  University  of  Arkansas  School  of 
Medicine  in  1939  and  completed  an  internship  at  Hillcrest  Hospital  in 
Tulsa.  He  received  the  Bronze  Star  for  service  in  Europe  during  World  War 
II.  He  was  director  of  the  Arkansas  State  Bank  for  18  years. 

He  is  survived  by  his  wife,  Diva,  his  son  and  two  grandchildren. 


New  Members 


Hugh  Jackson,  MD 

Specialty:  Family  Practice 

1120  Lexington  Ave. 

Fort  Smith  72917 
(501)709-7245 

Brad  D.  Johnson,  MD 

Specialty:  Family  Practice 

601  W.  Maple,  Suite  102 
Springdale  72764 
(501)750-6585 

Aftab  Karim,  MD 

Specialty:  Resident  - NS 

8120  W.  Markham  St. 

Little  Rock  72205 

Rimantas  Kazakevicius,  MD 

Specialty:  Family  Practice 
1750  W.  U.S.  Hwy.  270 
Malvern  72104 
(501)332-8612 

Toyya  Kinsey,  DO 

Specialty:  Resident  - Pediatrics 

11901  Pleasant  Ridge  Road,  Suite  703 
Little  Rock  72223 

Don  Levi  Kusenberger,  MD 

Specialty:  R 

500  University,  Suite  108 
Little  Rock  72205 
(501)664-3914 

Joel  Robin  Lane,  MD 

Specialty:  ORS 

6801  Rogers  Ave. 

Fort  Smith  72913 
(501)785-4456 

John  R.  Lee,  MD 

Specialty:  Otolaryngology 

106  S.  Inglewood 
Russellville  72801 
(501)968-5261 

Stephen  Wayne  Locke,  MD 

Specialty:  Pathology 

830  Cobb  St. 

Jonesboro  72401 
(870)930-3518 

Teresa  D.  Loftin,  MD 

Specialty:  Family  Practice 

3340  N.  College,  Suite  5 
Fayetteville  72703 
(501)443-3536 
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Lisa  Lowery,  MD 

Specialty:  Internal  Medicine 

508  Midland  St. 

Little  Rock  72205-4124 
(501)945-8080 

Mark  S.  Malone,  MD 

Specialty:  Family  Practice 

460  W.  Oak  St. 

El  Dorado  71730 
870-423-6661 

Kristi  Martin,  MD 

Specialty:  Resident  - 
Internal  Medicine 

4301  W.  Markham,  Suite  634 
Little  Rock  72205 
(501)686-5162 

Roberta  Irene  H Matern,  MD 

Specialty:  Family  Practice 
6881  Ridgelake  Dr. 

Memphis,  Tenn.  381 19 
901-761-2997 

Kent  D.  McKelvey  Jr.,  MD 

Specialty:  Family  Practice 

314  Leatherwood  Drive 
Mountain  Home  72653 
870-425-3030 

Joseph  Emile  Miller,  MD 

Specialty:  General  Surgery 
1609  W.  40th,  Suite  403 
Pine  Bluff  7 1603 
870-534-4188 


Shawn  S.  Miller,  MD 

Specialty:  Family  Practice 

6801  Rogers  Ave. 

Fort  Smith  72913 
(501)484-4709 

Candace  Moak,  MD 

Specialty:  Resident  - Pediatrics 

800  Marshall  St. 

Little  Rock  72202 
(501)320-1874 

Christopher  Montgomery,  MD 

Specialty:  Resident  - 
Family  Practice 

223  E.  Jackson 
Jonesboro  72401 
870-972-0063 

Samina  Zareen  Nadvi,  MD 

Specialty:  Pediatrics 

880  W.  Main  St. 

Booneville  72927 
(501)675-2800 

David  L.  Naylor  Jr.,  MD 

Specialty:  Family  Practice 
3710  Noblett 
Conway  72032 
(501)329-3824 

James  Franklin  O’Neal,  MD 

Specialty:  Internal  Medicine 

10001  Lile  Drive 
Little  Rock  72205-6299 
(501)227-8000 


Hal  Palmer,  MD 

Specialty:  Pathology 
4301  W.  Markham,  Suite  517 
Little  Rock  72205 
(501)686-51701 

Brian  Patz,  MD 

Specialty:  Resident  - Pediatrics 

2509  Creekside  Drive 
Little  Rock  72211 

Richard  Mast 
Reinhard  III,  MD 

Specialty:  Pediatrics 

3203  Methodist  Drive 
Jonesboro  72402 
870-935-1800 

Russell  Roberts  Jr.,  MD 

Specialty:  Resident  - Radiology 

308  N.  Walnut  St. 

Little  Rock  72205 
(501)614-9171 

Susan  H.  Rogerson,  MD 

Specialty:  Family  Practice 

767  W.  North  St. 

Fayetteville  72701 
(501)521-3600 

Philip  K.  Sadler,  MD 

Specialty:  Resident  - 
Emergency  Medicine 
13  High  Timber  Drive 
Maumelle  72113 


Asim  Ahmed  Shah,  MD 

Specialty:  Psychiatry 
907  W.  Main  St. 

El  Dorado  71730 
870-863-8985 

Alan  W.  Sherman,  MD 

Specialty:  Orthopedic  Surgeon 

228  Tyler,  Suite  301 
West  Memphis  72301 
901-735-8885 

James  R.  Thrasher,  MD 

Specialty:  Internal  Medicine 
517  Woodmont  Circle 
Batesville  72501 
870-528-4081 

Stacy  L.  Ulmer,  MD 

Specialty:  Obstetrics  and 
Gynecology 

5 Medical  Park  Drive,  Suite  206 
Benton  72015 
(501)778-0426 

Bradley  Waggoner,  MD 

Specialty:  Resident  - General 
Surgery 

2 1 Bradford  Drive 
Little  Rock  72227 

Brent  Walker,  MD 

Specialty:  Anesthesiology 
12  Ridgeton  Court 
Little  Rock  72211-5442 


AMF  Receives  Donation 

Left:  Steve  Williams  (right),  president  of  the  State  Volun- 
teer Mutual  Insurance  Co. , hands  a $ 1 5,000  donation  to 
Dr.  Joe  Martindale , medical  director  of  the  Arkansas  Medi- 
cal Foundation,  with  Randy  Meador  (left)  and  Thad 
DeHart  of  SV MIC.  SVM/C  is  a long-time  contributor  to 
the  Physicians  Health  Program  in  Arkansas . 

AMA  Alliance  Meeting  in  Chicago 

Bottom  Left:  Mrs.  Gail  Young,  president  of  the  Arkansas 
Medical  Society  Alliance;  Mrs.  Cynthia  Weber,  president- 
elect; and  Mrs.  Barbara  Moody,  past  president  of  the  Alli- 
ance, at  the  American  Medical  Association  Alliance  meet- 
ing in  Chicago. 

Bottom  Right:  AMS  delegates , their  spouses  and  AMS  staff 
take  time  out  from  meetings  at  the  AM  A Annual  Meeting 
in  Chicago. 
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The  Arkansas 

T°P1CS 

Medical  Society 

in  Search 

dedicated  to  preserving 
the  high  standards  of  medicine 

of  Authors 

The  Arkansas  Medical  Society  is  a statewide 

organization  that  represents  all  physicians, 

You  can  influence  your  peers  - and  give  something 

regardless  of  specialty,  location  or  type  of  practice. 

back  to  your  profession  - if  you  plan  to  write  an  article 

The  result  is  a statewide  network  united 

for  The  Journal  of  the  Arkansas  Medical  Society. 

for  the  common  good  of  the  medical  profession. 

The  Journal  needs  your  thoughts  and  ideas.  So  why 

The  management  and  staff  of  the 

not  consider  putting  your  expertise  and  experience  on 

Arkansas  Medical  Society  provide  members  with 

paper?  Here  are  some  topics  in  search  of  an  author: 

the  best  information  and  services  available. 

Practice  Management  for  today's  physicians 
Coping  with  difficult  patients 

If  you  have  any  questions 

Women's  health  issues 

or  would  like  to  find  out  more  about 

Teens  and  drug  use 

the  Arkansas  Medical  Society, 

Medicare/Medicaid  issues 

call:  501-224-8967 

Medical  ethics  and  health  care 

or  write  to: 

New  treatments  and  technology 

AMS 

Access  to  care  for  the  indigent 

PO  Box  55088 

For  information  about  submitting  an  article  to  The 

Little  Rock,  AR  722 15-5088 

Journal  of  the  Arkansas  Medical  Society , see  informa- 

or  visit  our  Website  at: 

tion  for  Authors  on  the  last  page  of  this  issue  or  call 
Managing  Editor  at  50 1 -224-8967  or  1 -800-542- 1058. 

http://www.arkmed.org 

Arkansas  Medical  Society  Publications 


The  AMS  Membership  Directory 

A quick  and  easy  guide  to  AMS  physician  members, 
the  directory  provides  addresses,  phone  and  fax  numbers, 
specialties  and  E-mail  addresses.  Plus  other  health  related 
information.  The  directories  are  printed  each  year  in  late 
July. 

The  directories  are  $50  each.  With  a purchase  of  2 to  1 0, 
$45  each;  1 1 or  more,  $35  each.  (Note:  All  AMS  members 
receive  one  free  directory  through  the  mail  immediately 
after  publication  in  August  of  each  year.) 

The  AMS's  Physician's  Legal  Guide 

A compilation  of  state  and  federal  laws  affecting  the 
practice  of  medicine  in  Arkansas,  this  guide  is  1 70  pages  on 
topics  such  as  medical  records,  patient  abandonment,  medi- 
cal board  regulations,  Antitrust  Law,  Workers’  Compensa- 
tion, & much  more.  The  List  Price  is  $100.00.  AMS  Member 
Price  is  $70.00. 


The  Journal  of  the  Arkansas  Medical  Society 

The  Journal  of  the  Arkansas  Medical  Society  is  pub- 
lished monthly.  Every  AMS  member  receives  The  Journal 
as  part  of  their  membership.  Subscriptions  are  available  for 
$30.00  per  year  for  domestic  or  $40.00  for  foreign. 

Ordering  Information: 

Send  a check  or  money  order  made  payable  to  AMS  in 
the  amount  of  your  purchase  to:  AMS,  P.O.  Box  55088,  Little 
Rock,  AR  722 1 5-5088.  Be  sure  to  indicate  which  publication 
you  are  ordering  and  include  the  name  and  address  of  who 
and  where  to  mail  your  order.  Visa/MasterCard  is  accepted 
for  payment  of  the  membership  directory  and  the  legal  guide, 
but  not  for  journal  subscriptions. 

For  more  information,  call  AMS  at  50 1 -224-8967. 
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CALENDAR 


Oct.  8-9,  22-23, 

Nov.  12-13 
American  College 
of  Managed  Care 
Medicine 

“Succeeding  with 
Managed  Care:  Solutions  I & 
II”  will  he  held  in  Baltimore, 
Atlanta  and  Dallas.  The 
series  leads  to  board  certifica- 
tion in  managed  care 
medicine.  Contact  Laura 
Bousquet,  (804)  527-1905, 
fax  (804)  747-5316  or  e-mail 
lbousquet@aamcn.org.  The 
web  sit  is  www.aamcn.org. 

Oct.  15-16 

Medical  Director’s  Fall 
Symposium  of  the 
National  Association 
of  Managed  Care 
Physicians 

Earn  12  CME  hours  at  the 
Sheraton  National  Hotel-Ar- 


lington  (Va.).  E-mail  is 
lbousquet@namcp.com.  The 
web  site  is  www.namcp.com. 

Oct.  25-26 
Fall  Forum  of  the 
American  Association 
of  Integrated 
Healthcare  Delivery 
Systems 

“Re-engineering  IPAs, 
PHOs  and  MSOs  for  the 
Future”  is  the  focus  at  the 
Flamingo  Hilton  in  Las 
Vegas.  Worth  10  CME  hours. 
Call  Laura  Bousquet,  (804) 
527-1905,  fax  (804)  747-5316 
or  e-mail 

lbousquet@aaihds.org  for 
details.  See  the  web  site  at 
www.aahids.org. 


Nov.  5-6 

Fall  Conference  of  the 
National  Association 
of  Managed  Care 
Physicians 

“Critical  Success  Factors 
for  the  21st  Century 
Physician  Practice”  is  the 
topic  at  the  Sheraton 
National  Hotel-Arlington 
(Va.).  Earn  10  and  a half 
CME  hours.  Contact  Laura 
Bousquet,  (804)  527-1905, 
fax  (804)  747-5316  or  e-mail 
lbousquet@namcp.com.  The 
web  site  is  www.namcp.com. 

Nov.  16-17 
“Mapping  Your  Way 
Through  the  Medicare 
Maze” 

These  workshops  are  set 


for  1:30  p.m.-4:30  p.m.  Nov. 

16  at  Farmers  & Merchants 
Bank  in  Stuttgart  and  9 a.m.- 
noon  and  1 p.m.-4  p.m.  Nov. 

17  at  the  Southeast  Area 
Agency  on  Aging  in  Pine 
Bluff.  Call  (800)  272-5528, 
ext.  3,  to  register. 

Dec.  9-1 1 

National  Rural  Health 
Association’s  Rural 
Minority  Health  Con- 
ference 

The  theme  will  be 
“Community  Voices  Calling 
Us  to  Action”  at  the  Hyatt 
Regency  Tech  Center  in 
Denver.  Call  (816)  756- 
3140,  fax  (816)  756-3144  or 
e-mail  mail@NRHArural.org 
for  details.  The  web  site  is 
www.NRHArural.org. 


Pleasant  Valley  Office  Center  • 12115  Hinson  Rd.  • Little  Rock,AR  72212  • (501)  228-0040  or  (800)  866-2615  fax  (501)  228-0047 


#1  Your  Need: 


Investment  strategies  for  1999  2000 

2001  2002  and  beyond 

“A  personal  road  map  to  Your  financial  future.” 

#2  Our  Passion: 


Clockwise  (L-R):  Bill  Smith.  Keith  McCullough,  Stan  Russ, 
Stephen  Chaffin  and  Jim  Strawn. 


j Growth,  fixed  income  and  balanced 
portfolio  management 

j Clients  include  retirement  plans, 
individuals,  foundations  and  trusts 

J Fee  only  management  — Minimum 
initial  account  $200,000 

J All  accounts  fully  insured 


See  #1  above. 
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Freemyer  Collection  System  has  been  helping 
businesses  eliminate  their  bad  debt  problems 
since  1941.  When  you  work  with  the  trained 
professionals  at  Freemyer,  you  get  many  benefits. 

collection  experience 

• Bad  debts  are  collected  at  a competitive 
contingency  fee. 

• Representatives  are  on-hand  for  questions 
and  problems. 

•You  don’t  pay  fees  unless  collections  are  made. 

Call  one  of  our  representatives  today  at  1-800-953-2225 
and  let  us  help  you  with  your  business’s  debts. 

A proud  supporter  of  the 
Arkansas  Medical  Society  Convention 

WM 

Freemyer 

- ~ Colection 

— System 

Endorsed  by  AHA  Services,  Ine. 

AMERICAN  collectors  A subsidiary  of  the 

association  member  Arkansas  Hospital  Association 

1-800-953-2225 
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ARKANSAS  RETREATS 


Photo:  A.C.  Haralson,  Arkansas  Department  of  Parks  & Tourism 

Queen  Wilhelmina  State  Park 


The  Ouachita  and  Ozark  mountains  of  Arkansas  offer  some  of  the  best 
vistas  between  the  Rocky  and  Appalachian  mountains.  Western  Arkansas  can 
brag  about  cool  summer  breezes  and  colorful  fall  views  from  Mount  Magazine, 
the  state’s  highest  peak  at  2,753  feet,  and  Rich  Mountain,  the  second-highest 
point  and  home  of  Queen  Wilhelmina  State  Park. 

The  park  sports  a lodge  with  a history  that  begins  with  the  Kansas  City, 
Pittsburg  and  Gulf  Railroad.  The  first  lodge  was  built  hy  the  railroad  company 
(which  was  backed  by  Dutch  interests)  in  1897  for  its  passengers.  The  resort 
was  named  for  Holland’s  Queen  Wilhelmina.  The  current  lodge,  with  38  rooms, 
was  built  in  1973  after  fire  destroyed  the  original  structure. 

Besides  views,  the  comfortable  lodge  and  fine  dining,  the  park  offers  40 
campsites,  a miniature  railroad,  an  animal  park,  miniature  golf  course,  a small 
store  and  laundry  facilities.  It’s  handy  for  hikers  since  the  Ouachita  National 
Recreation  Trail  passes  through  the  park. 

Queen  Wilhelmina  State  Park,  along  the  Talimena  Scenic  Drive,  is  on  state 
Highway  88,  13  miles  northwest  of  Mena  in  Polk  County.  Call  the  park  at 
(501)  394-2863  or  call  (800)  264-2477  to  make  reservations  at  the  lodge.  The 
address  is  3877  Highway  88  West,  Mena  71953.  The  weh  site  is 
www.  1 800natural.com/. 
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Take  On : of  These  and  Live. 


Sometimes  it’s  simple  instructions  that  make  a difference.  Aspirin  for  heart  attack.  Flu 
shots.  Eye  exams  for  diabetics.  And,  sometimes  it’s  complex  treatments  that  are  critical. 
Keeping  you  on  top  of  the  latest  clinical  guidelines,  whether  simple  or  complex,  is  just 
one  way  Arkansas  Foundation  for  Medical  Care  helps  you  improve  health  care  for 
thousands  of  Medicaid  and  Medicare  patients  in  Arkansas.  Through  initiatives  like  our 
Health  Care  Quality  Improvement  Program  (HCQIP),  we  help  health  care  professionals 
identify  opportunities  to  improve  the  delivery,  quality  and  cost-effectiveness  of  health 
care.  Combining  the  most  current  data  analysis  and  clinical  practice  guidelines,  our 
collaborative  improvement  projects  are  setting  a new  standard  in  evidence-based 
medicine.  Together,  we’re  improving  the  quality  of  health  care  for  all  Arkansans. 


Arkansas  Foundation 
for  Medical  Care 


For  more  information  on  HCQIP  projects,  Medicaid  Managed  Care  Services  and  Health  Data  Solutions,  contact 
the  Arkansas  Foundation  for  Medical  Care  at  501-649-8501.  Or  visit  our  website  at  http://www.afmc.org. 
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Advances  Come 
at  a High  Price 

Jerry  Kendall,  MD 

I have  just  reread  Dr.  Lloyd  Langston’s  excellent  inaugural  address  as  published 
in  the  June  1999  issue  of  The  Journal.  It  put  me  in  a reflective  mood,  and  I 
reminisced  back  to  the  time  I entered  medical  school  in  1965,  two  years  after 
Dr.  Langston.  It  was  that  year  that  Medicare  first  came  on  the  scene,  and  I can 
remember  several  doctors  who  had  come  back  from  active  practice  to  do  residen- 
cies in  a specialty  they  hoped  would  be  more  immune  to  the  socialization  of  medi- 
cine — which  they  were  sure  was  on  the  way.  As  a freshman  medical  student,  I 
didn’t  worry  about  those  things  because  all  I wanted  to  do  was  learn  to  be  a doctor 
and  care  for  patients.  The  financial  rewards  of  practice  didn’t  concern  me  at  all. 

My  father  who,  like  Mark  Twain  said  of  his  father,  gets  smarter  the  older  I be- 
come, pressed  me  throughout  college  to  take  some  general  business  courses.  He  felt 
that  no  matter  what  field  one  went  into,  he  needed  a basic  understanding  of  business. 
That  did  not  interest  me  at  all.  I was  on  the  path  of  becoming  a doctor,  and  I felt  that 
if  I did  a good  job  of  that,  the  financial  part  would  take  care  of  itself.  I never  imagined 
at  that  time  that  I would  have  to  be  concerned  with  office  efficiency  and  overhead, 
much  less  with  the  more  complex  areas  of  insurance  billing  and  proper  coding.  Medi- 
cal school  prepared  me  superbly  for  diagnosis  and  treatment  but  left  me  completely 
bereft  in  the  areas  of  operating  a business. 

As  it  turned  out,  Medicare  was  financially,  the  golden  egg  of  medicine  for  a num- 
ber of  years.  I was  fortunate  to  have  practiced  during  this  time  and  did  well  despite  my 
ignorance  in  the  administrative  arena.  Then,  in  the  late  1980s  and  early  1990s,  the 
Health  Care  Finance  Administration  began  to  creep  into  the  picture  and  before  long 
became  a household  word  in  any  discussion  of  medical  practice.  Following  closely  on 
the  heels  of  HCFA  came  health  maintenance  organizations  and  insurance  compa- 
nies that  monitored  my  every  decision. 

I became  immersed  in  DRGs,  E and  M codes,  COBRA  regulations  and  formulary 
restrictions.  This  was  not  medicine.  This  was  not  what  I wanted  to  do  or  was  trained 
to  do.  Even  the  business  background  that  my  father  had  argued  for  would  not  have 
helped  me  with  this. 

When  I was  a senior  medical  student,  beta-blockers  and  Lasix  were  the  latest  in 
the  drug  armamentarium.  CAT  scans  and  MRI  equipment  were  still  on  the  draw- 
ing board,  and  coronary  artery  grafting  was  in  its  infancy.  Since  that  time  there 
have  been  remarkable  advances  in  every  area  of  medicine.  Today  because  of  the 
advances  in  medicine,  people  live  much  longer,  fuller  lives.  And  we  have  only 
scratched  the  surface  of  what  can  be  accomplished  in  the  new  millennium.  But  this 
has  come  at  a price,  and  the  future  of  medicine  hangs  in  the  balance. 

Will  the  next  generation  of  students  want  to  enter  a field  where  they  are  threat- 
ened with  exorbitant  fines  and  gun-carrying  federal  agents  poised  to  arrest  them  for 
a simple  mistake  made  by  their  billing  clerk?  Will  they  tolerate  the  presence  of 
insurance  companies  directing  their  decisions  on  hospitalization  and  choice  of  drugs? 
Will  they  be  willing  to  work  under  the  threat  of  lawyers  ready  to  pounce  on  them 
because  of  an  undesirable  outcome?  The  answer  to  all  these  questions  is  yes.  Be- 
cause there  will  always  be  those  who  want  to  learn  about  the  marvels  of  the  human 
body  and  receive  their  compensation  in  the  pleasure  of  knowing  they  made  a dif- 
ference in  a fellow  human’s  life.  ■ 

Dr.  Kendall  is  a family  practioner  at  Ouachita  Valley  Family  Clinic  in  Camden.  He  is  a member 
of  the  editorial  board  for  The  Journal. 
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FROM  THE  STAFF 


Workers’  Compensation 
Commission  Develops 
New  Fee  Schedule 

By  David  Wroten 


By  the  time  this  issue  of  The  Journal  arrives,  Arkansas  should  have  a new  workers’ 
compensation  fee  schedule.  This  has  been  a priority  for  the  Arkansas  Medical 
Society. 

In  1987,  the  Arkansas  General  Assembly  adopted  legislation  requiring  the  Ar- 
kansas Workers’  Compensation  Commission  to  develop  a medical  fee  schedule  for 
work-related  injuries.  In  1992,  the  Commission  asked  the  AMS  for  guidance  in  devel- 
oping a physician  fee  schedule.  At  that  time  the  AMS,  the  Arkansas  Hospital  Asso- 
ciation and  the  Arkansas  State  Chamber  of  Commerce  joined  together  to  develop 
physician  and  hospital  schedules  that  became  known  as  “Rule  30.”  Contrary  to  the 
agreement  with  the  State  Chamber,  there  has  been  no  increase  in  the  fee  schedule 
since  1994,  and  the  current  physician  schedule  has  not  kept  pace  with  changes  in 
CPT  coding. 

The  AMS  has  been  working  since  mid-summer  with  the  Arkansas  Workers’  Com- 
pensation Commission  to  develop  a new  fee  schedule.  This  work  has  not  been  nearly 
as  easy  as  it  was  in  1992.  Back  then,  there  was  a single,  generally  accepted  basis  for 
establishing  fees  — the  Arkansas  Blue  Cross  & Blue  Shield  fee  schedule.  Between 
managed  care  and  ABCBS’s  adoption  of  the  Medicare  Resource  Based  Relative  Value 
System  last  year,  fee  schedules  in  Arkansas  now  vary  from  versions  of  the  old  ABCBS 
schedule  to  multiples  of  Medicare  (i.e.  150%  of  Medicare).  In  1992,  the  methodology 
was  quite  simple  and  negotiations  centered  on  the  level  of  fees.  Now,  the  most  difficult 
negotiations  surround  developing  a methodology  that  is  easy  to  implement,  easy  to 
update  (both  for  inflation  and  changes  to  CPT)  and  is  acceptable  to  physicians  as  well 
as  payors. 

What  has  come  from  the  negotiations  is  the  realization  that  the  best  methodology 
for  implementing  a fee  schedule  and  keeping  it  current  is  Medicare’s  RBRVS.  Note 
that  we  are  talking  “methodology”  not  Medicare  fees.  The  RBRVS  is  widely  published 
and  updated  annually  for  CPT  changes.  Switching  to  an  RBRVS  based  schedule  also 
has  a down  side.  When  ABCBS  switched  to  RBRVS  last  year,  several  medical  special- 
ties, namely  diagnostic  radiology,  orthopedic  surgery  and  neurosurgery,  saw  20%  to 
30%  decreases  in  their  Blue  Cross  revenues.  Those  same  specialties  account  for  the 
bulk  of  the  care  provided  in  workers’  compensation. 

The  challenge  then  becomes  to  adopt  RBRVS  in  a manner  that  mitigates  the 
impact  on  any  one  specialty.  What  is  being  proposed  to  accomplish  this  is  a fee  sched- 
ule with  separate  conversion  factors  for  each  major  category  of  CPT  — medicine, 
surgery,  radiology  and  pathology.  While  this  is  not  a perfect  solution,  it  is  certainly 
better  than  a single  conversion  factor.  Annually,  the  Commission  will  only  need  to 
review  the  conversion  factors  rather  than  the  entire  fee  schedule,  and  as  mentioned 
above,  RBRVS  already  updates  the  relative  values  each  year  for  changes  in  CPT. 

The  conversion  factors  being  considered  were  developed  to  provide  an  increase  of 
10%  to  15%  over  the  current  Workers’  Compensation  Fee  Schedule  in  recognition 
that  there  has  been  no  adjustment  since  1994- 

The  role  of  the  Arkansas  Medical  Society  in  this  process  cannot  be  overstated. 
When  the  original  1992  fee  schedule  was  proposed  without  input  from  the  AMS, 
the  Commission’s  “consultant”  had  recommended  the  adoption  of  Medicare,  the 
fees,  not  the  methodology.  Since  that  time,  the  Commission  has  looked  to  the  AMS 
for  advice  and  expertise  in  ensuring  that  any  physician  fee  schedule  be  acceptable  to 
physicians.  ■ 
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Case  of  Gallstones 
Simulates  Appendicitis 

Mrs.  J.A.M.,  a widow,  35,  of  slender 
build,  dark  complexion  and  dark  hair. 

As  I was  passing  her  residence  on  Oct. 
1 , 1 896, 1 was  called  in  to  prescribe  for  her 
on  account  of  pain  in  right  bimbo-  inguinal 
region,  together  with  some  nausea. 

I found  tenderness  and  some  tume- 
faction at  a point  midway  between  the 
umbilicus  and  the  right  anterior  supe- 
rior spinous  process  of  the  ileum.  1 
diagnosticated  appendicitis,  prognosti- 
cated rather  slow  recovery  and  the  treat- 
ment prescribed  was  external  application 
of  tincture  of  iodine  over  painful  point; 
and,  internally,  quinia,  phenecetioe  and 
leptandrin. 

On  Oct.  7,  I found  at  McBumey’s 
point  a tumor,  biscuit-shaped  and  about 
two  inches  in  diameter. 

On  Oct.  12,  the  tumor  had  grown 
somewhat.  At  this  time  I vainly  insisted 
upon  an  operation  for  appendicitis  or 
caecal  abscess. 

On  Oct.  20,  the  tumor  had  grown  to 
probably  four  inches  in  diameter  and 
showed  some  softening  in  the  middle.  I 
wished  to  open  the  abscess,  dry  it  out  with 
gauze  and  pack  it  with  the  same.  As  the 
patient  was  averse  to  all  surgical  interfer- 
ence I consented  to  her  request. 

On  Nov.  1,  she  stated  to  me  that  she 
had  continued  the  poulticing  for  several 
days,  and  that  there  was  discharge 
through  the  skin  at  the  soft  spot  of  the 
tumor,  of  a viscid,  yellowish  fluid,  which 
still  continued.  After  the  appearance  of 
this  discharge,  she  used  a simple  dress- 
ing of  suet;  the  bowels  were  still  undis- 
turbed. I told  the  patient  this  cavity 
should  be  cleansed  and  packed.  She 
would  not  submit  to  it. 

On  Dec.  1 , patient  found,  to  her  great 
astonishment,  a gravel  in  the  dressing, 
and  subsequently,  other  biliary  calculi 
passed  through  this  opening. 

On  the  subject  of  operation  for  ap- 
pendicitis, I am  of  the  opinion  that  not 
every  case  necessitates  operative  inter- 
ference, any  more  than  every  case  of  hys- 
teria necessitates  treatment  of  the  uterus 
or  its  appendages.  ■ 


Reprinted  from  the  “Proceedings  of  the 
24  th  AMS  Annual  Session , ” May  1 899 . 
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Access  Foundation 
Provides  Free  Care 

The  Arkansas  Health 
Care  Access  Foundation  pro- 
vided free  medical  service  to 
16,056  medically  indigent  per- 
sons as  of  August  1999.  This 
program  has  1,935  volunteer 
health  professionals,  including 
doctors,  dentists,  hospitals, 
home  health  agencies  and 
pharmacists.  These  providers 
offer  care  in  69  of  the  state’s  7 5 
counties. 

The  organization  began  in 
1989  by  the  Arkansas  Medical 
Society  to  provide  free  medi- 
cal care  to  low-income  Arkan- 
sans who  are  uninsured. 

For  more  information,  call 
(800)  950-8233  or (501) 221- 
3033  in  Little  Rock. 


Report  Reveals 
Data  on  TVeating 
Depression 

“Treatment  of  Depression 
— Newer  Pharmacothera- 
pies,” a study  from  the  Agency 
for  Health  Care  Policy  and  Re- 
search, provides  an  evaluation 
of  the  benefits  and  adverse  ef- 
fects of  new  pharmacothera- 
pies and  herbal  treatments  for 
depressive  disorders  in  adults 


and  children.  The  report  in- 
cludes data  on  29  antidepres- 
sants and  three  herbal  remedies. 

The  newer  antidepressants 
studied  clearly  were  effective 
treatments  for  major  depres- 
sion and  dysthymia,  although 
they  were  shown  to  have  simi- 
lar efficacy  and  total  dropout 
rates  when  compared  with 
older  antidepressants. 

The  full  report  is  available 
by  calling  (800)  358-9295  and 
asking  for  Evidence  Report/ 
Technology  Assessment  No.  7 
or  by  checking  AHCPR’s  web 
site,  www.ahcpr.gov. 


Cancer  Rates 
Falling,  Treatments 
Improving 

A recent  issue  of  the  Rural 
Clinician  Quarterly,  the  news- 
letter of  the  National  Rural 
Health  Association,  is  dedi- 
cated to  the  falling  cancer  rates 
and  methods  patients  and  doc- 
tors can  use  to  discover  and 
treat  the  diseases. 

The  newsletter  cites  data 
from  the  American  Cancer 
Society,  the  American  Lung 
Association  and  other 
groups.  Some  of  the  data  was 
taken  from  the  American 
Cancer  Society’s  “Cancer 
Risk  Report  — 1999.”  More 
information  is  available  at 
www.healthfinder.gov. 

The  NRHA’s  web  site  is 
www.nrharural.org. 


Nominations  for 
Award  Deadline  Is 
Nov.  15 

Nominations  for  the 
Josetta  Wilkins  Breast  Can- 
cer Award  will  be  accepted 
until  Nov.  15. 

The  award  is  for  a person 
or  organization  that  has  pro- 
vided screening,  prevention, 
diagnosis  and  treatment  of 
breast  cancer;  promoted  breast 
cancer  education;  or  furthered 
breast  cancer  research  during 
1999.  Nominees  must  be  resi- 
dents of  Arkansas;  organiza- 
tions must  have  a physical 
presence  in  the  state. 

Send  nominee’s  name, 
address,  phone  number,  a 
3 00- word  essay  and  three  let- 
ters of  reference  to  Breast- 
Care,  c/o  Alison  Melson,  225 
E.  Markham  St.,  Suite  450, 
Little  Rock,  AR  72201.  Call 
(501)  375-3003,  ext.  179,  for 
details. 


Heart  Association 
Seeks  Patient 
Compliance 

The  American  Heart 
Association  has  begun  an  ef- 
fort to  overcome  a problem 
many  doctors  have  known 


about  for  years:  patients’  lack 
of  following  treatment  recom- 
mendations. 

According  to  data  cited  by 
the  AHA,  more  than  half  of 
Americans  with  chronic  dis- 
eases do  not  follow  their  physi- 
cians’ medication  and  lifestyle 
guidance,  80  percent  don’t  ex- 
ercise adequately  and  half  of  all 
prescriptions  are  taken  improp- 
erly. The  estimated  cost  of  the 
lack  of  compliance  is  about 
$100  billion. 

To  get  its  point  across,  the 
AHA  has  put  together  the 
Physician’s  Compliance  Tool 
Kit  and  a booklet,  “Knock  Out 
America’s  Hidden  Health 
Threat.”  Both  are  available  by 
faxing  a request  to  (214)  706- 
5233  or  by  calling  (800)  242- 
8721  (AHA-USA1). 


Group  Provides 
History  of  Health 
Sciences 

The  History  of  Medicine 
Associates  is  an  organization 
created  to  stimulate  interest 
in  the  resources  and  facilities 
of  the  Historical  Research 
Center  of  the  UAMS  Library. 
Membership  in  the  associa- 
tion is  open  to  anyone  who  is 
interested  in  the  history  of 
the  health  sciences.  For 
membership  information,  call 
(501)  686-6733  or  e-mail 
mannedwinawalls@exchange. 
uams.edu.  ■ 
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Micco  Settlemeit  Dollars 
Shoild  Reach  Root  of  Problem 


ARKANSAS’  SHARE  OF  THE  1998  SETTLEMENT 
BETWEEN  STATES  AND  THE  TOBACCO 
INDUSTRY  AMOUNTS  TO  ABOUT  $1 .62  BILLION 
OVER  25  YEARS.  HOW  THAT  MONEY  WILL  BE 
SPENT  COULD  BE  PARTIALLY  DECIDED  BY  THE 
HOUSE  TOBACCO  SETTLEMENT  TASK  FORCE 
WHEN  IT  HEARS  FROM  HEALTH  EXPERTS  AND 
OTHERS  DURING  MEETINGS  NOV.  2-4. 


The  Arkansas  Medical  Society  has  a clear  plan  for  using 
the  money  to  fight  tobacco  use  and  the  effects  of  tobacco 
abuse,  said  Dr.  William  N.  Jones,  a Little  Rock  derma- 
tologist  and  a past  president  of  the  AMS.  “Logically,  [the  settle- 
ment money]  should  be  spent  on  tobacco  control,  which  is 
what  it’s  all  about,”  Dr.  Jones  said.  “Every  single  dollar  that  is 
spent  on  anything  other  than  fighting  tobaccos  use  and  con- 
trolling of  issues  is  a dollar  the  tobacco  companies  are  going  to 
be  happy  about  because  it  isn’t  spent  against  their  product.” 
About  $246  billion  is  scheduled  to  begin  flowing  to  states  in 
July  2000  if  80  percent  of  the  states  involved  agree  to  the  settle- 
ment by  then.  Arkansas’  first  payment  will  be  $19.9  million, 
and  the  state  will  receive  between  $53.1  million  and  $69.5  mil- 
lion annually  after  that. 

Other  states  will  go  through  a similar  process  trying  to 
decide  how  the  money  should  be  spent.  The  Arkansas  task 
force  hopes  to  outline  and  explain  to  legislators  the  financial 
possibilities  of  several  plans,  rather  than  decide  which  one  will 
be  adopted.  Dr.  Jones,  one  of  three  Arkansas  delegates  to  the 
American  Medical  Association  annual  meeting  last  June,  has 
heard  about  some  of  the  proposals  in  other  states. 

“I  learned  that  states  are  spending  money  on  infrastructure, 
buildings,  bridges,  reduction  of  taxes,  scholarships  for  higher  edu- 
cation and  a jillion  other  things  and  only  a smattering  of  it  is 
going  for  health  care  issues,”  Dr.  Jones  said.  “I  have  contended 
from  the  very  beginning  that  every  penny  of  this  money  ought 
to  be  spent  on  health  care  issues  and  the  priority  ought  to  be  for 
tobacco  control  programs  that  involve  preventing  youth  from 
starting  and  doing  the  things  necessary  to  stop  it  before  it  starts.” 


The  Office  on  Smoking  and  Health  at  the  Centers  for  Dis- 
ease Control  and  Prevention  estimates  the  annual  cost  of  a 
comprehensive  tobacco  prevention  program  for  Arkansas  to 
be  between  $17.9  million  and  $46.4  million. 

Here’s  the  breakdown  (in  millions  of  dollars,  except  per 
capita  figures): 


Community  Programs  to  Reduce  Tobacco  Use 

$2.6-$6.2 

Chronic  Disease  Programs 

$2.8-$4.2 

School  Programs 

$2.4-$3.7 

Enforcement 

$1.2-$2.3 

Statewide  Programs 

$1.0-$2.5 

Counter-Marketing 

$2.5-$7.6 

Cessation  Programs 

$2.9-$13.9 

Surveillance  and  Evaluation 

$1.6-$4.0 

Administration  and  Management 

$0.8-$2.0 

TOTAL  ANNUAL  COST 

$17.9-$46.4 

Per  Capita  Funding  Range 

$7.1 0-$1 8.41 

VARYING  PROPOSALS 

Dr.  Harry  R Ward,  chancellor  of  the  University  of  Arkan- 
sas for  Medical  Sciences,  and  Dr.  Fay  Boozman,  director  of  the 
Arkansas  Department  of  Health,  were  asked  by  Gov.  Mike 
Huckabee  to  create  a master  plan  for  the  funds.  Called  “The 
Better  Health  Plan,”  its  aim  is  to  divide  the  settlement  money 
three  ways  and  spend  it  on  medical  education,  prevention  and 
research.  The  plan  would  establish  a trust  that  would  begin  with 
$35  million  — the  first  two  annual  payments  to  the  state.  An- 
nual appropriations  would  amount  to  $28  million  for  smoking 
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prevention,  $ 1 7 million  for  medical  edu- 
cation and  $ 1 7 million  for  research  (Ar- 
kansas Biosciences  Institute). 

“We  are  fortunate  in  Arkansas  that 
we  have  the  leadership  of  the  Senate  and 
the  House  and  the  governor  all  saying  the 
money  would  he  spent  on  health, ”Dr. 
Jones  said.  “We’re  the  only  state  1 know 
of  where  the  leadership  has  said,  un- 
equivocally: health  care  issues.” 

Although  Dr.  Jones  gives  a nod  to 
the  State’s  intentions,  he  believes  the  plan 
takes  the  wrong  approach. 

“The  Centers  for  Disease  Control  has 
a document  they  call  the  ‘Best  Practices 
for  Comprehensive  Tobacco  Control  Pro- 
gram,’ ” Dr.  Jones  said.  “That  came  about 
by  seeing  what  has  worked  in 
California  and  Massachusetts 
and  New  Jersey  where  they’ve 
taken  the  best  part  of  every- 
body else’s  ideas  about  how  to 
control  tobacco  use.  They’ve 
published,  for  all  50  states, 
what  the  CDC  estimates,  ac- 
cording to  the  population  of 
each  individual  state,  how 
much  money  from  the  tobacco 
settlement  would  be  necessar- 
ily spent  to  control  or  help  con- 
trol and  prevent  the  use  of  to- 
bacco.” 

According  to  CDC  fig- 
ures, the  Arkansas  cost  would 
run  from  $18  million  to  $45 
million  each  year. 

“Arkansas  has  one  of  the 
worst  records  from  the  standpoint  of 
health,”  Dr.  Jones  said.  “Does  it  make  any 
sense  at  all  that  we  would  spend  the  mini- 
mum number  of  $18  million  to  $20  mil- 
lion of  this  tobacco  settlement  money  per 
year  on  a control  program  when  we’ve  got 
the  worst  statistics?  We  ought  to  be  spend- 
ing considerably  more  than  that.  I don’t 
know  what  that  number  should  be  and 
that’s  to  be  worked  out.” 

A TOBACCO  ISSUE 

The  AMS  is  opposed  to  any  dollar  of 
the  tobacco  settlement  going  for  research 
or  being  spent  on  uncompensated  care. 

“This  is  a tobacco  issue,”  Dr.  Jones 
says.  “It  was  a tobacco  settlement.  It  was 
because  of  what  tobacco  has  done  to 
health.  We  don’t  need  any  more  basic 


science  research  on  nicotine  or  on  tar 
or  on  cigarettes  or  on  the  social  impact. 
It’s  already  been  done.” 

Dr.  Jones  said  the  most  important  as- 
pect of  tobacco  control  is  youth  access, 
including  laws  and  enforcement. 

“Arkansas  has  had  some  laws  for 
youth  access  for  some  time  now,  but 
there’s  no  money  set  aside  for  enforce- 
ment,” Dr.  Jones  said.  “In  the  time  it  takes 
you  to  fill  a Suburban’s  gas  tank,  there’s 
about  three  different  groups  of  kids  who 
have  gone  in  to  buy  cigarettes.” 

Tobacco  cessation  is  important,  too, 
as  are  counter-advertising  and  environ- 
mental tobacco  smoke  regulation. 

“We  ought  to  have  whatever  it  takes 
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to  help  people  who  sincerely  want  to  quit 
smoking  through  counseling  and  phar- 
macological use  of  drugs,”  he  said. 

TAKING  A STAND 

To  get  the  idea  across,  the  AMS 
plans  to  have  experts  from  the  CDC  and 
the  AMA  address  legislators.  The  ex- 
perts wouldn’t  he  lobbyists  but  would 
simply  explain  what  tobacco  control  pro- 
grams are  and  how  much  they  cost. 

Besides  the  choices  of  which  endeav- 
ors should  be  funded,  there  are  financial 
decisions  about  how  the  money  should 
be  handled.  The  20-member  task  force 
is  exploring  financial  options,  sucb  as 
bonds  and  trusts. 

“They’ve  been  discussing  securiti- 
zation where  they  would  sell  bonds  or  put 


[the  money]  in  a trust  or  what  have  you,” 
Dr.  Jones  said.  “It  looks  like,  politically, 
some  form  of  that  is  going  to  take  place. 
It’s  my  opinion  that  it  would  be  better  to 
spend  the  money  as  it  comes  in  and  have 
it  for  as  long  as  it  lasts  than  it  would  be  to 
risk  losing  significant  sums  of  it  through 
that  method.  By  doing  it  that  way  you’ve 
got  every  legislator  that  comes  here  after 
to  be  able  to  divert  it  any  way  they  want 
to. 

“We  need  legislation  that  commits  it 
to  health  and  outlines  how  it’s  going  to 
be  done.” 

Dr.  Jones  believes  that,  with  the  help 
of  the  health  department,  the  settlement 
opens  an  opportunity  for  Arkansas  to  fight 
its  tobacco-related  problems.  He 
also  points  out  there  are  many 
worthy  causes  represented  by 
groups  that  would  like  a chunk 
of  the  money.  But  he  also  be- 
lieves that  the  health  of  the 
whole  carries  more  weight. 

“If  I had  my  way  we’d  spend 
every  single  dollar  on  tobacco 
control,”  Dr.  Jones  says.  “I’m  sure 
we  could  find  a way  to  do  it,  and 
it  would  be  an  effective  pro- 
gram.” 

Of  course,  the  federal  gov- 
ernment also  is  suing  because  it 
has  been  supplementing  Med- 
icaid for  years.  Conceivably,  the 
states  may  never  receive  money 
from  the  settlement. 

“Wouldn’t  that  be  wonder- 
ful,” Dr.  Jones  said.  “It  would  mean  the 
tobacco  industry  is  on  its  knees,  and  that’s 
our  whole  purpose:  Get  the  damn  stuff 
out  of  our  society.” 

SUMMARY  OF  AMS  POSITION 

• The  AMS  believes  the  No.  1 
spending  priority  for  Arkansas’  tobacco 
settlement  should  be  fully  funding  the 
comprehensive  tobacco  control  program 
developed  by  the  Centers  for  Disease 
Control. 

• The  AMS  believes  that  the  Arkan- 
sas Department  of  Health  is  best  posi- 
tioned to  implement  the  CDC  program. 

• The  AMS  believes  that  settlement 
funds  should  be  utilized  to  secure  federal 
matching  Medicaid  money  to  develop  an 
adult  program  similar  to  ARKids  First.  ■ 
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Meet  Our  Members 


Carlton  L.  Chambers  III 


By  Judith  M.  Gallman 


Sometimes  it’s  hard  to  know  where 
to  find  Dr.  Carlton  L.  Chambers  III. 

On  any  day  Dr.  Chambers,  60,  an  as- 
sistant professor  in  the  department  of  oto- 
laryngology at  the  University  of  Arkan- 
sas for  Medical  Sciences,  could  he  in  sur- 
gery in  a University  Hospital  operating 
room,  lecturing  in  a UAMS  classroom, 
seeing  patients  at  the  UAMS  head  and 
neck  surgery  clinic  or  making  rounds  at 
the  John  L.  McClellan  Veteran’s  Ad- 
ministration Hospital.  Or  he  could  he 
delivering  a seminar  for  the  general  pub- 
lic on  two  pet  topics,  sleep  apnea  and 
allergy  research,  or  be  huddling  in  an 
ad  hoc  committee  meeting  of  the  Ar- 
kansas Medical  Society.  He  could  he 
passing  judgment  on  suitable  continu- 
ing education  credits  or  helping  deter- 
mine whether  a hospital  meets  certifi- 
cation requirements. 

Then  again,  Dr.  Chambers  might  he 
out  of  the  office  and  away  from  schol- 
arly and  physician  duties,  backpacking 
in  the  Colorado  backcountry,  doing  a 
little  fly  fishing  or  flying  his  airplane 
from  Harrison  to  Little  Rock  and  be- 
yond. 

Dr.  Chambers  is  a busy  man,  and  he 
doesn’t  intend  to  slow  down. 

Unlike  most  physicians  who  follow 
academic  pathways,  Dr.  Chambers  has 
gained  much  of  his  knowledge  from  on- 
the-job  training  and  continuing  educa- 
tion. He  spent  25  years  in  private  practice 
in  Harrison  but  now  finds  himself  in  the 
thick  of  academia.  He  gave  up  an  active 
ear,  nose  and  throat  practice  and  signed 
on  with  the  department  about  14  months 
ago  to  lend  his  generalist  perspective. 

Time  for  a Change 

“I  enjoyed  practicing  immensely,”  Dr. 
Chambers  says.  “Most  doctors  in  an  aca- 
demic setting  desire  to  do  so  from  the  start 
and  did  decide  [to  do  so]  early  in  their 
[pathway].” 

Disillusionment  with  managed  care 
and  what  he  perceived  as  its  adverse  ef- 
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fects  on  patient  care  were  factors  in  Dr. 
Chambers’  decision  to  leave  private 
practice.  Joining  a residency  training 
program  appealed  to  him  and  intrigued 
him,  so  he  accepted  the  university’s  in- 
vitation and  joined  the  ranks  of  the 
state’s  top  otolaryngologists  whose 
subspecialties  range  from  cancer  to 
plastic  surgery. 

“The  quality  of  medical  students 
has  increased  dramatically  in  the  last 
decade,”  Dr.  Chambers  says  of  his  stu- 
dents, describing  them  as 
more  interested  and 
dedicated  than 
their  counter- 
parts 15  years 
ago.  Today’s  stu- 
dents are  more 
“actively  in- 
volved in  learn- 
ing,” he  says. 

Dr.  Chambers 
says  he  also  made 
the  move  because 
he  felt  indebted  to 
his  school  and  de- 
partment and  wanted 
to  contribute  some- 
thing to  both  and  that  he 


Dr.  Chambers 
brings  a 
generalist 
perspective 
to  UAMS. 


embraced  an  opportunity  to  sharpen  his 
medical  skills. 

Dr.  Chambers  speculated  that  his  ca- 
reer path  has  made  him  a “broader  indi- 
vidual” than  a strictly  academic  physician. 
Because  of  his  years  of  practical  experi- 
ence, he  says,  he  can  share  practical  ad- 
vice with  students  about  topics  never 
taught  in  the  classroom,  including  negoti- 
ating contracts  with  hospitals,  making 
business  and  financial  decisions  and  mar- 
keting. 


Outside  the  Office 

He’s  happy  with  his  career 
decision,  though  his  pace 
certainly  hasn’t  slowed. 
Dr.  Chambers  has 
gone  from  a 50-hour 
work  week  to  a 62- 
hour  work  week. 

He  finds  time 
for  professional 
organizations, 
too,  serving  as 
the  current  sec- 
retary of  the  Ar- 
kansas Medical 
Society  and  a 
member  of 
the  long- 
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range  planning  committee,  an  ad  hoc 
group  appointed  to  study  AMS.  The  com- 
mittee is  seeking  ideas  from  members  on 
changes  or  improvements.  Dr.  Chambers 
says  he’s  keeping  an  open  mind  and  wants 
colleagues  to  let  the  committee  know 
their  opinions. 

“The  Arkansas  Medical  Society  has 
been  a vital  tool  here  for  a century. ...  A 
lot  of  what  we  do  is  archaic  and  not 
needed  any  more,”  Dr.  Chambers  says, 
declining  to  be  specific  to  prevent  taint- 
ing the  study  process.  Dr.  Chambers  says 
efforts  going  toward  outdated  or  time- 
wasting  practices  must  be  redirected. 

“I  am  a member  of  the  AMS  and  the 
AMA  because  I believe  that  all  medical 
doctors  are,  first,  medical  doctors  and 
their  specialty  should  come  second  and 
that  the  house  of  medicine  is  for  the  ben- 
efit of  the  patients,”  Dr.  Chambers  says. 
“The  AMA  and  AMS  [have]  to  hold  to- 
gether to  provide  a united  voice  for  medi- 
cal care.  The  AMS  and  AMA  are  the 
cornerstones  [of  medical  care]. 

“We  gave  up  our  youth,”  he  says. 
“We  literally  deferred  that  boat,  car  [and] 


children  four  to  eight  years  longer  than 
the  other  kids  we  graduated  with  to  be 
medical  doctors.  We  owe  it  to  the  profes- 
sion to  hold  together.” 

Strong  Partnership 

Dr.  Chambers  is  married  to  Dr.  Sue 
Ross  Chambers,  a pediatrician  with  Ar- 
kansas Children’s  Hospital,  who  also 
teaches.  The  two  met  in  medical  school 
(literally  over  a cadaver,  Dr.  Chambers 
recalled).  The  couple  shared  offices  in 
Harrison.  Their  home  was  60  feet  from 
the  local  emergency  room  and  120  feet 
from  their  office,  Dr.  Chambers  says. 

“That’s  how  we  did  it,”  he  says. 

They  maintain  their  primary  resi- 
dence in  Harrison,  spending  weekends 
there.  Air  travel  — Dr.  Chambers  has 
been  a pilot  for  18  years  — cuts  commuter 
time  to  a minimum.  They  are  active  in 
St.  John’s  Episcopal  Church,  and  Dr. 
Chambers  serves  on  the  church’s  long- 
range  planning  committee,  sings  in  the 
choir  and  has  organized  a family  five -piece 
brass  band.  The  couple  has  four  grown 
children  (three  boys  and  one  girl,  includ- 


ing a pharmacist,  a Broadway  dancer,  a 
business  manager  at  an  advertising  firm 
and  a doctoral  candidate  in  English),  plus 
grandchildren. 

What’s  Next 

Dr.  Chambers,  who  has  a long  his- 
tory of  activity  in  medical  issues,  served 
as  the  president  of  the  Boone  County 
Medical  Society  for  1 2 years  and  helped 
form  a legislative  lobbying  association, 
the  Boone  Docs.  He  also  was  the  chief  of 
staff  at  Boone  County  Hospital  for  four 
years. 

He  has  no  plans  to  retire  and  said  he 
may  turn  to  research.  Dr.  Chambers  is 
particularly  interested  in  ENT  allergy 
medicine  and  obstructive  sleep  apnea. 
He  is  pushing  to  include  an  allergy  se- 
quence in  the  UAMS  residents’  train- 
ing and  has  access  to  a new  UAMS  sleep 
lab  as  a research  tool. 

But  E)r.  Chambers  plans  to  relax  a bit 
along  the  way.  For  fun,  he  and  his  hiking 
partner  (his  brother-in-law)  may  stay  in 
their  own  back  yard  and  strike  out  soon 
on  the  Ozark  Highlands  Trail.  ■ 
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LOSS  PREVENTION 


Obesity,  A Complicating 
Factor  in  this  Diagnosis 

J.  Kelley  Avery,  MD 


While  the 
standard  of 
care  questions 
in  this  case 
could  be 
debated, 
there  can  be 
no  debate 
over  the 
failure  to  put 
the  facts 
together, 
which 
produced  a 
delay  in  the 
appropriate 
evaluation  of 
this  patient 
and  the 
diagnosis  of  a 
treatable 
condition. 


A 37-year-old  man  who  weighed  almost 
300  pounds  went  to  one  of  the  members  of 
a primary  care  group  complaining  of  fever, 
shortness  of  breath  and  a nonproductive 
cough.  The  physical  examination  was  not 
remarkable  except  for  the  obesity  and 
“slight  expiratory  wheezes”  over  the  lung 
fields. 

The  WBC  count  was  normal  at  9,800/ 
cu  mm  and  no  differential  count  was  done. 
The  treatment  consisted  of  an  injection  of 
a steroid  product,  a broad-spectrum  anti- 
biotic  and  a theophylline  preparation. 
Five  days  later  the  patient  returned  and 
saw  a second  member  of  the  group  with 
the  presenting  complaint  of  “no  better,” 
shortness  of  breath  and  cough  continued. 
On  this  occasion  he  also  complained  of 
difficult  breathing  when  lying  down,  re- 
quiring  some  pillows  to  elevate  his  head 
and  shoulders.  On  this  visit,  the  WBC 
count  was  reported  to  he  17,000/cu  mm. 
Again  no  differential  was  done.  The 
treatment  previously  given  was  to  be  con- 
tinued,  and  again  steroids  were  given  by 
injection.  He  was  asked  to  return  a week 
later,  but  he  returned  early,  stating  that 
his  chest  was  much  better,  hut  he  had 
some  cramping  pain  in  his  left  calf.  No 
examination  of  the  chest  or  leg  was  docu- 
mented. The  impression  was  “myositis.” 
He  was  given  a prescription  for  a non-ste- 
roidal anti-inflammatory  drug  (NSAID) 
and  advised  to  apply  heat/cold  compresses 
to  the  leg.  He  was  not  given  a return  date. 

Three  days  later  he  returned,  again 
complaining  of  pain  and  swelling  in  the 
left  calf.  There  was  some  swelling  and  ten- 
derness recorded  hy  the  doctor;  the  chest 
was  said  to  he  clear.  The  impression  was 
again  myositis,  and  another  injection  of 
steroids  was  given.  He  was  told  to  return 
as  needed. 

Ten  days  after  the  previous  visit,  on  a 
weekend,  the  patient’s  wife  called  the  phy- 


sician on  call  for  the  group  and  informed 
him  that  her  husband  had  a recurrence  of 
the  “bronchitis”  and  had  been  short  of 
breath  on  the  slightest  exertion  for  about 
three  days.  The  call  was  made  at  5:43  p.m. 
The  physician  on  call  insisted  that  the  pa- 
tient be  brought  to  the  emergency  depart- 
ment of  the  local  hospital  for  evaluation. 

When  the  ambulance  arrived  at  the 
patient’s  home  at  6:26  p.m.,  the  patient 
complained  of  not  being  able  to  breathe. 
With  the  paramedics  in  attendance  at  the 
home,  the  patient  went  into  full  arrest  and 
was  transported  to  the  hospital  with  CPR 
in  progress.  He  arrived  at  the  nearest  hos- 
pital and  was  pronounced  dead  on  arrival. 

An  autopsy  was  done,  with  a patho- 
logic diagnosis  of  pulmonary  thromboem- 
bolism,  popliteal  thrombophlebitis, 
chronic  thromboembolism  in  the  lungs  and 
right  ventricular  hypertrophy. 

A lawsuit  was  filed  within  the  required 
time,  charging  the  primary  care  group  and 
the  physician  who  saw  the  patient  on  three 
of  the  last  five  visits  with  negligence  for 
not  having  done  a more  thorough  evalua- 
tion of  the  patient’s  complaints  of  wheez- 
ing and  cough,  particularly  a chest  X-ray 
and  other  pulmonary  studies,  which  might 
have  provided  an  accurate  diagnosis  and 
provided  the  basis  for  appropriate  treat- 
ment. 

Loss  Prevention  Comments 

The  patient  was  an  obese  muscular 
young  man  engaged  in  the  moving  business. 
He  lifted  heavy  furniture  and  appliances  in 
his  work,  and  even  with  his  obesity  was 
considered  to  be  in  good  health.  In  view  of 
the  autopsy  findings,  one  wonders  about 
previous  bouts  of  “wheezing  and  shortness 
of  breath.”  Almost  certainly,  all  of  the 
thromboemboli  found  in  the  lungs  did  not 
occur  during  the  final  two  weeks  of  his  life. 
The  organization  of  the  thrombi  in  the 
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lungs  and  the  right  ven- 
tricularhypertrophy 
strongly  point  to  a continu- 
ing  problem.  During  this 
last  illness,  however,  there 
were  clues  that  make  the 
diagnosis  apparent  in  retro- 
spect without  the  patho- 
logic findings. 

It  seems  that  the  com- 
plaints themselves  should 
have  triggered  consider- 
ation of  the  diagnosis.  One 
cannot  criticize  the  initial 
impression  of  “bronchitis” 
or  the  treatment  adminis- 
tered. The  injectable  ste- 
roids might  raise  the  ques- 
tion of  the  standard  of 
care,  but  within  the  con- 
text of  that  first  encounter, 
probably  would  not  be 
condemned. 

On  the  second  visit,  the 
first  to  the  offices  of  the 
group,  the  WBC  count  had 
increased  from  9,000/cu 
mm  to  17,000/cu  mm.  The 
temperature  was  not  re- 
corded, but  the  history  of 
chest  complaints  was  said 
to  be  “much  better.”  The 
increase  in  the  WBC  count 
should  have  been  seen  as 
significant  and  led  to  more 
definitive  studies  of  the 
chest.  Steroids  were  again  given  even 
though  the  office  had  to  send  the  pa- 
tient to  the  emergency  department 
of  the  hospital  to  get  the  injection. 

Apparently  the  patient  was  con- 
cerned enough  about  the  soreness, 
cramping  and  pain  in  the  calf  of  the 
left  leg  that  he  came  back  to  the 
physician’s  office  in  three  days  al- 
though he  had  been  given  an  ap- 
pointment for  a week  from  the  time 
of  the  previous  visit.  This  early  visit 
by  an  otherwise  stoic  patient  should 
have  caused  the  doctor  to  question 
whether  or  not  there  might  be  more 
going  on  than  he  had  originally 
thought. 

There  is  no  recorded  examina- 
tion or  measurement  of  the  leg  to 
compare  with  the  unaffected  extrem- 


Again, steroids  were  given  by  injection.  It  is  at 
this  point  that  the  correct  diagnosis  should  have 
been  strongly  considered  based  on  the  available 
facts.  Swelling,  pain,  elevated  WBC  count  and 
tenderness  in  the  leg  were  enough  to  suggest 
deep  vein  thrombosis  in  the  calf  as  the  site  of 
emboli  to  the  lungs  as  the  cause  of  the  illness. 


ity.  But  medication  and  heat  to  the 
leg  were  prescribed  for  pain.  The  pa- 
tient did  come  back  for  the  appoint- 
ment he  had  been  given  four  days  af- 
ter the  visit  during  which  he  com- 
plained about  his  leg.  On  this  occa- 
sion, the  record  indicates  “slight 
muscle  tenderness”  of  the  calf,  but 
still  no  measurement  of  the  leg  was 
recorded.  Chest  findings  had  cleared. 
Again,  steroids  were  given  by  injec- 
tion. It  is  at  this  point  that  the  cor- 
rect diagnosis  should  have  been 
strongly  considered  based  on  the 
available  facts.  Swelling,  pain,  el- 
evated WBC  count  and  tenderness 
in  the  leg  were  enough  to  suggest 
deep  vein  thrombosis  in  the  calf  as 
the  site  of  emboli  to  the  lungs  as  the 
cause  of  the  illness. 


The  subsiding  chest 
complaints  would  indi- 
cate that  the  previous  in- 
sult to  the  pulmonary  cir- 
culation had  improved 
and  was  waiting  for  the 
next  one. 

Why  was  this  not  ap- 
parent to  the  attending 
physician?  Could  the  ori- 
entation in  this  practice 
have  been  so  focused  on 
the  current  complaint 
that  there  was  no 
thought  of  tying  it  into 
the  entire  picture  of  the 
present  illness?  This  is  a 
hazard  in  the  practice  of 
primary  care  medicine 
where  the  patient  load  is 
heavy  and  there  is  a need 
to  respond  to  the  com- 
plaints of  many  patients 
within  the  course  of  a day. 
Yet  the  value  in  this  kind 
of  practice  lies  in  the  op- 
portunity to  deal  with  the 
whole  patient  and  his 
complaints  over  time. 

While  the  standard  of 
care  questions  in  this  case 
could  be  debated,  there 
can  be  no  debate  over  the 
failure  to  put  the  facts  to- 
gether, which  produced  a 
delay  in  the  appropriate 
evaluation  of  this  patient  and  the  di- 
agnosis of  a treatable  condition. 
When  liability  is  the  issue  in  this 
kind  of  case,  it  becomes  whatever  a 
jury  says  it  is. 

The  case  of  the  month  is  taken 
from  actual  Tennessee  closed  claims. 
An  attempt  is  made  to  fictionalize 
the  material  in  order  to  make  it  less 
easy  to  identify.  If  you  recognize  your 
own  case,  please  be  assured  that  it  is 
presented  solely  for  the  purpose  of 
emphasizing  the  issues  presented.  ■ 

Dr.  Avery  is  a member  of  the  Loss 
Prevention  Committee , State  Volunteer 
Mutual  Insurance  Co.,  Brentwood, 
Term.  This  article  appeared  in  the  Sep- 
tember 1998  issue  of  Tennessee  Medi- 
cine. It  is  reprinted  with  permission. 
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Influenza 

Vaccine 

Update 

Influenza  vaccine  is  the  primary 
method  for  preventing  influenza  and  its 
more  severe  complications. 

The  primary  target  groups  for  influ- 
enza vaccination  includes  persons  65 
years  and  older;  residents  of  nursing 
homes  and  other  chronic-care  facili- 
ties; adults  and  children  who  have 
chronic  pulmonary  or  cardiovascular 
disorders  (including  asthma);  adults 
and  children  who  have  required  regu- 
lar medical  follow-up  or  hospitaliza- 
tion during  the  preceding  year  be- 
cause of  chronic  metabolic  disease 
(including  diabetes  mellitus),  renal 
dysfunction,  hemoglobinpathies  or 
immunosuppression  (including  im- 
munosuppression caused  by  medica- 
tions); children  and  teen-agers  (6 
months- 18  years)  who  are  receiving 
long-term  aspirin  therapy;  women 
who  will  be  in  the  second  and  third 
trimester  of  pregnancy  during  the  in- 
fluenza season;  persons  who  can  trans- 
mit influenza  to  those  at  high  risk;  per- 
sons infected  with  HIV;  breastfeeding 
mothers;  travelers;  and  any  other  per- 
sons who  wish  to  reduce  the  likelihood 
of  becoming  ill  with  influenza.  The  vac- 
cine can  be  administered  to  children  as 
young  as  6 months.  The  vaccine  should 
be  given  starting  in  October  and  con- 
tinued through  March  or  whenever  the 
flu  season  is  over. 


The  vaccine  should  not  be  given  to 
persons  known  to  have  anaphylactic  hy- 
persensitivity to  eggs  or  other  compo- 
nents of  the  influenza  vaccine. 

This  season’s  vaccine  will  include:  A/ 
Beijing  (HLNL),  A/Sydney  (H3N2)  and 
B/Beijing  (U.S.  manufacturers  will  use 


the  antigenically  equivalent  B/ 
Yamanashi  virus  instead). 

Persons  with  questions  concerning 
the  influenza  vaccine  can  contact  the 
Arkansas  Department  of  Health,  Divi- 
sion of  Communicable  Disease/I  minimi- 
zations at (501)  661-2169.  ■ 


Reported  Cases  of  Selected  Diseases  in  Arkansas 


Profile  for  August  1 999  - The  3 month  delay  in  the  disease  profile  for  a given  month  is  designed 
to  minimize  any  changes  that  may  occur  due  to  the  effects  of  late  reporting.  The  numbers  in  the  table 
below  reflect  the  actual  disease  onset  date,  if  known,  rather  than  the  date  the  disease  was  reported. 


Total 

Total 

Total 

Total 

Total 

Reported 

Reported 

Reported 

Reported 

Reported 

Cases 

Cases 

Cases 

Cases 

Cases 

Disease  Name 

YTD1999 

YTD1998 

YTD1997 

1998 

1997 

Campylobacteriosis 

121 

120 

119 

179 

175 

Giardiasis 

101 

108 

146 

168 

220 

Salmonellosis 

377 

339 

272 

616 

445 

Shigellosis 

61 

138 

157 

211 

273 

Hepatitis  A 

39 

72 

172 

82 

223 

Hepatitis  B 

35 

85 

67 

115 

106 

Hepatitis  C 

5 

2 

4 

10 

5 

Meningococcal  Infections 

31 

26 

26 

31 

38 

Viral/Aseptic  Meningitis 

28 

56 

16 

77 

26 

Elirlichiosis 

19 

12 

21 

14 

22 

Lyme  Disease 

4 

6 

23 

9 

27 

Rocky  Mtn  Spotted  Fever 

15 

19 

30 

23 

31 

Tularemia 

12 

20 

19 

26 

24 

Measles 

2 

0 

0 

0 

0 

Mumps 

0 

9 

1 

13 

3 

Chlamydia 

3945 

2525 

2041 

4127 

2554 

Gonorrhea 

2004 

2669 

3264 

3962 

4388 

Syphilis 

116 

210 

311 

294 

394 

Pertussis 

16 

67 

30 

93 

60 

Tuberculosis 

118 

78 

123 

171 

200 

Foracompletelistofreportablediseasesin  Arkansas,  calltheArkansasDeparimentof Health,  Division 
ofEpidemiology  ,at(501)661-2893duhngnor  mal business  hours. 
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SCIENTIFIC  ARTICLE 


A Call  for  the  Judicious  Use  of  Antibiotics 


Rhonda  J.  Merchant,  MD 
Gordon  E.  Schutze,  MD 

In  the  United  States  alone,  more  than 
one-fifth  of  antibiotic  prescriptions 
written  are  for  viral  illnesses.  Due  to  the 
increasing  resistance  rates  among 
commonly  encountered  bacteria,  it  is 
imperative  that  physicians  re-examine 
their  prescription  writing  habits.  Physician 
and  patient  re-education,  better  use  of 
diagnostic  testing,  the  use  of  narrow 
spectrum  antibiotic  agents  and  shorter 
course  therapy  are  essential  for  this  to 
occur.  The  future  health  of  Arkansas 
residents  is  dependent  upon  changes  being 
implemented  before  it  is  too  late. 


There  is  a strong  association  between  the  magnitude  of 
antibiotic  use  and  the  emergence  and  spread  of  anti- 
biotic resistant  isolates  in  our  country  today.  In  this 
era  of  emerging  microbial  resistance,  the  judicious  use  of 
these  agents  has  never  been  more  imperative.  In  the  United 
States  alone,  more  than  20%  of  all  antibiotic  prescriptions 
are  written  for  illnesses  which  are  largely  viral  in  etiology. 

The  increasing  resistance  of  bacterial  organisms,  such 
as  Streptococcus  pneumoniae,  is  a direct  result  of  this  an- 
tibiotic overuse.  Although  the  current  problems  with  re- 
sistant organisms  can  be  blamed  in  a large  part  on  the  pre- 
scription practices  of  the  physician,  this  is  not  the  only 
factor  responsible  for  our  current  dilemma.  Fortunately, 
there  is  a new  acknowledgment  that  many  illnesses  clini- 
cians encounter  on  a daily  basis  are  self-limited.  For  those 
infections  which  do  require  antibiotics,  there  are  now  data 
available  on  shorter  duration  of  therapy  that  have  been 
demonstrated  to  be  just  as  effective  as  the  more  traditional 
duration  of  10  to  14  days.  Clinicians  need  to  become  aware 
of  the  problems  that  arise  from  indiscriminate  antibiotic 
use  and  understand  that  the  health  of  the  public  is  being 
adversely  affected  by  our  current  practices.  Changing  phy- 
sicians’ and  patients’  attitudes  are  required  in  order  attack 
this  problem. 


Overuse  of  Antibiotics 

Results  of  formative  research  in  the  United  States  sug- 
gest four  major  factors  promote  the  overuse  of  antibiotics: 
(1)  lack  of  education  (2)  prior  experience  (3)  patient’s  ex- 
pectations and  (4)  economics.1  Lack  of  education  on  both 
the  part  of  the  physician  and  patient  currently  contribute  to 
the  problem.  Recent  data  have  demonstrated  that  despite 
the  knowledge  that  colds,  upper  respiratory  tract  infections, 
bronchiolitis  and  bronchitis  are  a set  of  infections  that  have 
a viral  etiology  in  the  majority  of  cases,  between  44%  and 
75%  of  patients  will  leave  a physicians  office  with  an  antibi- 
otic prescription.2,3 

Patients  also  may  lack  an  understanding  of  the  differ- 
ences between  viral  and  bacterial  infections.  For  those  pa- 
tients who  have  been  previously  and  “successfully”  treated 
with  antibiotics  for  a viral  illness,  the  demand  is  reinforced 
in  the  future  for  similar  therapy  for  symptoms  that  clearly 
may  he  secondary  to  viral  infection  simply  based  on  past 
experiences.  This  leads  to  expectations  from  the  patient  that 
an  antibiotic  should  he  prescribed  for  something  as  self-lim- 
ited as  a common  cold. 

Whether  real  or  perceived,  it  has  been  documented  that 
a patient’s  expectations  for  antibiotics  affect  a physician’s 
prescribing  behavior.  In  a recent  article  by  Bauchner  et  al, 
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pediatricians  were  asked  to  complete  a 
questionnaire  in  an  attempt  to  under- 
stand how  parents  influence  prescrib- 
ing patterns.4  Forty  percent  of  the  those 
surveyed  stated  that  10  or  more  times 
in  the  past  month  a parent  had  re- 
quested an  antibiotic  even  though  the 
clinician  felt  it  was  unnecessary.  In  ad- 
dition, 48%  reported  that  parents  al- 
ways, most  of  the  time  or  often  pres- 
sured them  to  prescribe  antibiotics 
when  their  children  were  ill  but  anti- 
biotics were  not  indicated.  In  follow- 
up questions  it  was  found  that  approxi- 
mately one-third  of  physicians  reported 
they  occasionally  or  more  frequently 
complied  with  this  request.  Fifty-four 
percent  indicated  that  parental  pres- 
sure in  contrast  to  concerns  about  prac- 
tice efficiency  (19%)  or  legal  liability 
(12%)  contributed  most  to  their  inap- 
propriate use  of  antibiotics. 

In  an  attempt  to  educate  the  pub- 
lic, the  American  Academy  of  Pediat- 
rics (AAP),  the  Centers  for  Disease 
Control  and  Prevention  and  the 
American  Society  of  Microbiology  re- 
cently released  a pamphlet  to  educate 
parents  about  antibiotics.*  It  empha- 
sizes the  differences  between  viruses 
and  bacteria,  describes  how  resistant 
bacteria  emerge,  reviews  appropriate 
indications  for  antibiotics  and  counsels 
parents  that  all  infections  do  not  re- 
quire antibiotics  for  resolution  of  symp- 
toms. Patient  education  is  essential  if 
this  cycle  is  to  be  broken.  It  is  not  un- 
reasonable to  think  that  if  patients  are 
educated  about  the  appropriate  indi- 
cations for  antibiotic  therapy,  they  may 
soon  question  the  physician  on  the  role 
that  a prescribed  antibiotic  has  in  their 
illness.  This  in  turn  may  alleviate  some 
of  the  pressure  physicians  currently  feel 
to  write  that  prescription. 

Since  most  physicians  are  aware 
that  overprescribing  antibiotics  is  a 
major  problem  in  our  society  today,  it 
would  seem  that  providing  additional 
education  or  information  alone  would  be 
insufficient.  To  facilitate  these  changes 
the  development  of  supportive  materi- 
als, mechanisms  to  implement  changes 
and  supportive  structures  in  health  care 
organizations  will  be  required. 

Key  elements  include  evidence- 
based  recommendations  for  diagnosis 


Fig.1 : Percent  of  invasive  isolates  of  Streptococcus  pneumoniae  that  have  been  resistant  to 
penicillin  (Pen)  and  cefotaxime  (Cef)  from  1990-1998  at  Arkansas  Children’s  Hospital. 


and  treatment  with  professional  soci- 
ety support;  materials  for  patient  edu- 
cation; and  the  information  to  facili- 
tate provider-patient  communication. 
For  example,  guidelines  are  currently 
available  for  the  management  of  otitis 
media  with  effusion  and  pharyngitis  in 
young  children,  but  many  clinicians 
are  hesitant  to  follow  such  guidelines 
because  they  were  developed  on  a na- 
tional level  and  lack  recognition  of  the 
local  needs.5,6  The  development  of 
such  practice  guidelines  are  usually 
much  better  supported  if  they  are  part 
of  a multifaceted  intervention. 

Likewise,  formal  continuing  medi- 
cal education  conferences  and  the  dis- 
tribution of  printed  material  usually  do 
not  impact  clinicians  behavior  unless 
they  are  reinforced  by  other  strategies. 
Many  studies  have  shown  that  educa- 
tion at  an  individual  or  small  group 
level,  along  with  peer  education,  are 
effective  strategies  to  promote  changes 
in  prescribing  behaviors.  This,  how- 
ever, is  difficult  to  do  on  a large  scale 
because  of  the  expense  involved  in 
training  and  supporting  educators. 
Convincing  the  local  leaders  of  the 
medical  community  to  change  their 
practices  will  result  in  the  eventual 
change  throughout  the  community, 
leading  to  a change  in  the  standard  of 
care.  Identifying  and  educating  these 
opinion  leaders  as  a priority  group  can 


be  effective,  especially  if  resources  are 
limited.  Educating  the  future  health 
care  providers  about  the  importance  of 
judicious  antibiotic  use  before  they  start 
prescribing  antibiotics  is  also  manda- 
tory. 

Diagnostic  uncertainty  is  an  ever- 
present barrier  to  the  appropriate  treat- 
ment of  many  infections.  Some  uncer- 
tainty is  inevitable,  but  this  uncertainty 
should  occur  infrequently  when  the 
appropriate  clinical  evaluation  and  in- 
terpretation of  these  data  are  made.  For 
example,  pneumatic  otoscopy  is  an  in- 
expensive and  useful  technique  that 
may  aid  the  clinician  in  correctly  diag- 
nosing acute  otitis  media.  Likewise,  a 
positive  throat  culture  for  group  A 
Streptococcus  should  reduce  the  diag- 
nostic uncertainly  of  a case  of  pharyn- 
gitis. The  inadequate  knowledge  of  the 
signs/symptoms  and  natural  history  of 
viral  illnesses  also  contributes  to  the 
overuse  of  antibiotics.  For  example,  the 
differentiation  of  a bacterial  sinusitis 
from  a rhinitis  of  viral  etiology  is  usu- 
ally based  upon  the  number  of  days  of 
illness.  Those  with  more  than  10  days 
of  illness  are  much  more  likely  to  have 
an  illness  where  the  use  of  an  antibi- 
otic should  be  considered.  The  use  of 
such  clinical  evaluations  will  give  the 
clinician  the  data  they  require  so  they 
are  not  prescribing  an  antibiotic  “just  in 
case”  the  illness  is  bacterial. 
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SITE  MANAGEMENT  ORGANIZATION 


Is  your  practice  currently  involved 
or  have  you  considered  becoming 
active  in  clinical  research? 

Research  Solutions  provides  you 
the  challenge  and  the  rewards  of 
professional  clinical  investigation. 
We  offer  marketing,  administrative 
and  patient  recruitment  services 
to  clinical  research  sites  throughout 
the  mid-south. 

With  your  help,  we  can  bring  new 
and  important  drug  and  product 
discoveries  to  patients  in  need. 

Laura  M.  White,  PharmD;  501-221-5000 

Research  Solutions,  LLC 

900  South  Shackleford  Road,  Suite  210 

Little  Rock,  Arkansas  72211 

Internet:  www.researchsolutionscorp.com 


Emerging  Problems  with 
Resistance 

There  is  a strong  association  be- 
tween the  magnitude  of  antibiotic  use 
and  the  emergence  and  spread  of  anti- 
biotic resistant  bacterial  isolates.  Pedi- 
atric populations  are  therefore  important 
targets  for  efforts  at  reducing  unneces- 
sary antibiotic  use.  Environments  that 
are  unique  to  children,  such  as  day  care 
and  school,  enhance  the  transmission 
and  spread  of  these  isolates. 

Acute  otitis  media  is  the  most  com- 
mon indication  for  antibiotic  prescrib- 
ing in  the  United  States  with  an  esti- 
mated annual  cost  of  $3.5  billion.  In 

1980. 4.206.000  prescriptions  were  writ- 
ten for  amoxicillin  and  876,000  were 
written  for  cephalosporins  for  the  treat- 
ment of  acute  otitis  media.  In  1992,  this 
number  had  increased  to  12,381 ,000  for 
amoxicillin  (194%  increase)  and 

6.892.000  for  cephalosporins  (687%  in- 
crease).7 Based  on  these  data,  it  is  esti- 
mated that  30  million  prescriptions  will 
he  written  for  the  treatment  of  acute 
otitis  media  in  1999  alone.4 

As  if  these  data  were  not  bad 
enough,  it  also  has  been  noted  that  more 
prescriptions  are  being  written  for  the 
expensive  and  broad-spectrum  antibi- 
otics for  illnesses  that  could  have  been 
treated  just  as  effectively  with  a less 
expensive  and  narrower  spectrum  dmg.7 
Since  S.  pneumoniae  is  the  most  com- 
mon bacterial  agent  responsible  for 
acute  otitis  media  it  would  be  reason- 
able to  assume  that  an  increase  of  anti- 
biotic resistant  pneumococci  might  be 
found  if  the  increase  in  antibiotic  use 
has  played  a role  in  the  development  of 
resistance.  Clinicians  need  not  venture 
out  of  Arkansas  to  find  such  data.  At 
Arkansas  Children’s  Hospital,  the  per- 
centage of  penicillin  resistant  isolates 
in  invasive  pneumococcal  disease  from 
1990-1998  has  reached  36%,  with  up 
to  16%  being  cephalosporin  resistant 

(Fig.  1). 

The  dramatic  emergence  of  multiple 
antibiotic  resistant  S.  pneumoniae  has  led 
to  many  questions  concerning  the  outpa- 
tient treatment  of  common  illnesses  such 
as  otitis  media.  To  help  with  these  im- 
portant issues,  the  Drug-resistant  Strep- 
tococcus pneumoniae  Therapeutic 
Working  Group  recently  released  its  rec- 
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ommendations  for  the  treatment  of 
acute  otitis  media  in  this  era  of  increased 
pneumococcal  resistance.8 

The  Therapeutic  Working  Group 
concluded  that  amoxicillin  should  re- 
main the  first  line  antibiotic  for  the 
treatment  of  acute  otitis  media.  The 
initial  dose  of  amoxicillin  should  he 
increased  from  40-50  mg/kg/day  to  80- 
90  mg/kg/day  in  patients  at  risk  for  an 
infection  due  to  a resistant  isolate  of 
pneumococcus.  Such  factors  would  be 
age,  recent  antibiotic  exposure  and 
day-care  attendance.  Thus,  a patient 
older  than  2 years  old  with  no  anti- 
biotic exposure  within  the  last  three 
months  and  no  day-care  attendance 
would  be  a candidate  for  amoxicillin 
in  the  standard  dosage.  For  patients 
with  clinically  defined  treatment  fail- 
ures after  three  days  of  therapy,  the 
three  agents  considered  the  most  effec- 
tive include  amoxicillin-clavulanate 
(80-90  mg/kg/day  of  amoxicillin  and 
6.4  mg/kg  of  clavulanate),  cefuroxime 
axetil  (30  mg/kg/day)  or  ceftriaxone 
(50  mg/kg/dose). 


Duration  of  Antibiotic  Therapy 

One  of  the  most  common  causes  for 
treatment  failures  when  antibiotic 
therapy  is  used  is  poor  patient  compli- 
ance. Poor  compliance  appears  to  be  es- 
pecially common  with  longer  treatment 
courses  because  patients  stop  taking 
their  medications  once  they  feel  better. 
It  is  therefore  quite  important  that  if  an- 
tibiotic agents  are  going  to  be  used,  an 
acceptable  antibiotic  regimen  should  be 
initially  chosen. 

In  a recent  review  of  27  prospec- 
tive and  randomized  trials  comparing 
shorter  and  longer  treatment  duration 
for  acute  otitis  media,  short  course 
therapy  (five  days)  was  found  to  be  as 
effective  as  the  traditional  treatment  of 
10  to  14  days.9  The  exceptions  were  for 
children  with  chronic  otitis  media, 
other  chronic  medical  conditions  and 
those  younger  than  2 years  old.  When 
these  data  were  subjected  to  a meta- 
analysis similar  conclusions  were 
reached.10 

Although  there  are  fewer  studies  to 
support  a shortened  course  of  therapy 


for  sinusitis,  the  organisms  encountered 
are  virtually  identical  to  those  causing 
acute  otitis  media.  Information  regard- 
ing shortened  course  therapy  has  been 
mostly  limited  to  maxillary  sinusitis  in 
adults.  In  the  best  study  done  to  date, 
80  adult  patients  with  acute  sinusitis 
were  treated  with  a three-day  course 
of  trimethoprim-sulfamethoxazole. 
This  treatment  regimen  was  found  to 
be  as  effective  as  a 10-day  course  of 
therapy.11  These  results  are  encourag- 
ing but  should  be  viewed  as  prelimi- 
nary at  this  time. 

For  Group  A f3 -hemolytic  Strep- 
tococcus tonsillopharyngitis,  a 10-day 
course  of  penicillin  is  based  upon 
sound  scientific  data.  There  have 
now  been  more  than  20  studies  with 
antibiotics  other  than  penicillin  that 
support  shorter  duration  therapy.9  It 
would  therefore  appear  that  six  days 
of  therapy  with  amoxicillin,  four  to 
five  days  of  therapy  with  various  oral 
cephalosporins  (e.g.,  cefpodoxime 
proxetil,  cefuroxime  axetil)  or  five 
days  of  therapy  with  azithromycin  (10 
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mg/kg  for  all  five  days)  may  be  consid- 
ered as  reasonable  alternatives  to  the 
traditional  10-day  course  of  penicillin. 

Conclusion 

With  the  increasing  numbers  of  drug 
resistant  organisms  encountered  in  our 
practices  today,  the  need  for  the  judicious 
use  of  antibiotics  is  essential.  Although 
any  changes  we  make  in  our  antibiotic 
prescribing  practices  will  probably  not 
have  a large  impact  in  the  resistance  of 
the  organisms  we  encounter  today,  it 
could  have  a tremendous  impact  on  the 
resistance  of  the  organisms  we  will  en- 
counter in  the  years  to  come.  It  will  take 
a conscious  effort  on  each  of  us  to  change 
our  prescribing  habits  and  a commitment 
to  educating  our  patients  in  order  to 
reach  these  goals.  ■ 
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The  Waves  of  the 
Electrocardiogram:  Part  2 
The  QRS  Complex 


Allison  Shaw,  MD  — Joe  K.  Bissett,  MD  — J.  David  Talley,  MD 


This  is  the  second  article  in  our  series 
of  discussions  about  the  electrocardio - 
gram.  In  this  review,  we  will  focus  on 
the  formation  of  the  QRS  complex  and 
the  clinical  significance  of  Q waves . 

Patient  Presentation 

A 70-year-old  female  presented 
with  hematochezia.  She  had  no  prior 
cardiac  history,  and  the  initial  electro- 
cardiogram  was  normal  (Fig.  1).  Dur- 
ing her  hospital  stay,  she  developed 
substernal  chest  discomfort  with  non- 
specific T wave  changes.  She  was  nor- 
motensive  and  had  a regular  rhythm 
without  any  murmurs  or  gallops.  The 
lungs  were  clear  to  auscultation.  The 
patient  was  transferred  to  the  coronary 
care  unit  where  she  was  treated  medi- 
cally. The  peak  creatine  kinase  was 
2600  IU/L  and  the  troponin  I was  43 
ng/mL.  At  cardiac  catheterization,  she 
had  a high-grade  occlusion  of  the  left 
anterior  descending  coronary  artery 
that  was  treated  via  percutaneous 
coronary  intervention.  Subsequent 
electrocardiograms  showed  the  devel- 
opment of  new  Q waves  in  the  ante- 
rior leads  (Fig.  2). 

Discussion 

Traditionally,  the  QRS  complex 
has  been  considered  to  be  due  to  ven- 


Table 1. 

Complete  Problem  List 

1 . Coronary  Artery  Disease 

Etiology:  Atherosclerosis 

Anatomy:  Cardiac  catheterization 

->  Left  anterior 
descending  99%, 
circumflex  20%,  right 
coronary  20%  Coronary 
angioplasty  ->  left 
anterior  descending, 
successful 

Physiology:  A.  Presentation  with 
acute  myocardial 
infarction 

B.  Cardiac  catheteriza- 
tion ->  left  ventricu- 
lar ejection  fraction, 
50% 

C.  ECG  -►  anterior  Q- 
wave  myocardial 
infarction 

Functional 

Capacity:  II 

Objective 

Assessment:  C 

2.  Arthritis 

3.  Hematochezia  -»■  rectal  cancer 


tricular  depolarization  that  is  mediated 
through  voltage-gated  sodium  chan- 
nels. Abnormalities  of  the  QRS  often 


provide  clues  to  the  etiology  of  car- 
diovascular diseases. 

Ventricular  depolarization.  Any 

initial  negative  deflection  is  termed 
the  Q wave.  If  it  is  followed  by  an  up- 
ward deflection,  this  is  known  as  the 
R wave.  A secondary  upward  deflec- 
tion is  referred  to  as  an  R’  (prime) 
wave.  The  following  negative  deflec- 
tion is  characteristically  referred  to  as 
the  S wave.  In  normal  depolarization, 
the  sequence  of  activation  of  the  ven- 
tricular myocardium  begins  on  the  left 
side  of  the  interventricular  septum  and 
travels  in  a rightward  and  anterior  di- 
rection. This  is  recorded  as  an  initial 
small  Q wave  in  the  left-sided  leads. 
The  major  vector  during  the  mid- 
point of  depolarization  is  directed  left- 
ward and  inferiorly,  hence  the  usual 
large  inscription  of  R waves  in  the  left- 
sided leads  (this  large  vector  force  is 
due  to  left  ventricular  mass). 

QRS  duration.  An  important  part 
of  interpretation  of  the  electrocardio- 
gram involves  the  measurement  of  the 
QRS  duration.  A normal  QRS  dura- 
tion is  less  than  1 20  milliseconds.  Pro- 
longation of  this  interval  suggests  a de- 
fect in  interventricular  conduction 
that  is  usually  related  to  block  or 
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Fig.  1.  The  electrocardiogram  shows  a normal  QRS  complex  in  our  patient  before  the 
development  of  symptoms. 
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Fig.  2.  The  electrocardiogram  shows  the  interval  development  of  Q waves  in  the 
anterior  leads  with  chest  pain. 


slowed  conduction  within  the  special- 
ized tissue  (His-Purkinje  cells)  of  the 
bundle  branches.  There  are  specific  cri- 
teria for  the  diagnosis  of  bundle  branch 
blocks.  The  diagnosis  of  right  bundle 
branch  block  can  be  made  when  QRS 
in  question  meets  the  following  crite- 
ria: 1 ) prolongation  of  the  QRS  to  0. 1 2 
second  or  more;  2)  an  rsr’,  rsR’  or  rSR’ 
pattern  in  lead  VI  or  V2;  and  3)  a wide 
S wave  in  leads  V6  and  I.1  Similarly, 
there  are  specific  criteria  for  the  diag- 
nosis of  left  bundle  branch  block. 
These  criteria  are  as  follows:  1)  The 
QRS  is  0.12  second  or  more  in  dura- 
tion; 2)  Leads  V5,  V6, 1 and  aVL  have 
broad  and  notched  or  slurred  R waves; 
3)  Q waves  are  absent  in  the  left-sided 
leads  (possibly  except  aVL);  4)  The  R 
peak  time  is  prolonged  to  more  than 
0.06  second  in  lead  V5  or  V6;  and  5) 
in  VI  and  V3  there  are  small  initial  r 
waves  in  the  majority  of  cases,  followed 
by  wide  and  deep  S waves. 

QRS  axis.  During  evaluation  of 
the  ECG,  the  axis  also  should  be  de- 
termined. The  normal  QRS  axis  is 
usually  considered  to  be  between  -30 
and  +110  degrees  in  the  frontal  plane. 
Abnormal  right  axis  deviation  may  be 
seen  in  young  adults,  chronic  obstruc- 
tive pulmonary  disease  (even  without 
cor  pulmonale),  lateral  myocardial  in- 
farction and  left  posterior  hemiblock.2 
Abnormal  left  axis  deviation  is  usu- 
ally caused  by  a left  anterior 
hemiblock  or  an  inferior  myocardial 
infarction. 

Q waves.  Another  important  step 
in  electrocardiographic  interpretation 
is  the  search  for  abnormal  Q waves.  Q 
waves  are  normal  in  some  leads  (small 
Qs  in  I,  aVL,  V5,  V6).  This  is  thought 
to  be  due  to  the  normal  left  to  right 
septal  depolarization.  However,  Q 
waves  also  may  represent  loss  of  elec- 
trical forces.  In  one  retrospective  study, 
the  mortality  of  patients  with  non-Q 
wave  infarcts  was  only  9%  while  that 
of  Q wave  infarcts  approached  20%. 3 
The  course  of  non-Q  wave  infarcts  in 
the  same  study  was  shown  to  be  more 
malignant,  with  a higher  rate  of 
reinfarction.  Recent  trials  have  com- 
pared the  results  of  interventional  ver- 


sus conservative  therapy  in  the  man- 
agement of  non  Q wave  myocardial  in- 
farction. 

Q wave  regression.  The  absence 
of  abnormal  Q waves  on  the  electro- 
cardiogram does  not  rule  out  the  pos- 
sibility of  a patient  having  had  a prior 
transmural  infarction.  Even  after  pa- 
tients have  had  a known  Q wave  inf- 
arction, Q waves  may  actually  regress 
after  a period  of  time.  There  are  sev- 
eral hypothesis  for  this  regression  of 
Q waves  in  these  patients.  Though  Q 
waves  can  represent  myocardial  in- 
jury, they  do  not  necessarily  indicate 
irreversible  cell  damage.4  Therefore, 
recovery  of  “stunned”  cells  in  this  area 
of  myocardium  may  recover  function 
and  Q waves  regress.  If  irreversible 
damage  has  occurred  in  the  myocar- 
dium, scarring  of  the  affected  area  may 


lessen  the  magnitude  of  the  involved 
segment.  Occasionally,  reinfarction 
may  occur  in  an  area  that  involves 
the  opposite  wall  of  the  area  that  is 
represented  by  the  Q wave.  The  two 
areas  effectively  are  “canceled”  by 
each  other  electrically  and  result  in 
changing  the  direction  of  the  depo- 
larization vectors.  This  has  previ- 
ously been  termed  the  contrecoup 
effect.  The  development  of  a ven- 
tricular conduction  disturbance  can 
actually  mask  previously  noted  Q 
waves.  With  ventricular  conduction 
disturbances  there  is  a change  in  the 
direction  of  the  vector  of  depolariza- 
tion of  the  ventricular  myocardium. 
It  also  has  been  suggested  that  in  or- 
der to  compensate  for  the  area  of  in- 
effective myocardium  the  surround- 
ing myofibrils  will  often  hypertrophy. 
This  may  result  in  the  return  of  elec- 
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trical  forces  to  this  area  of  the  myo- 
cardium and  result  in  normalization  of 
the  depolarization  vector. 

N on-ischemic  Q waves.  Q waves 
may  be  secondary  to  the  orientation 
of  the  heart  (vertical  or  horizontal)  in 
the  thorax.  These  Q waves  mimic  in- 
farction in  leads  that  are  perpendicu- 
lar to  the  position  of  the  heart  and 
represent  so-called  pseudoinfarction. 
Q waves  also  may  be  generated  in  pa- 
tients with  ventricular  conduction  ab- 
normalities or  with  ventricular  hyper- 
trophy. Many  metabolic  derange- 
ments result  in  the  formation  of  Q 
waves.  For  example,  in  hyperkalemia 
there  may  he  the  development  of  Q 
waves.  This  is  thought  to  be  second- 
ary to  the  loss  of  electrical  forces  from 
the  myocardium  that  is  associated  with 
a decreased  resting  membrane  poten- 
tial and  subsequent  lowered  amplitude 
of  the  action  potential  (increased  ex- 
tracellular potassium  changes  the  nor- 
mal ratio).  5 Pancreatitis  has  been  as- 


sociated with  the  transient  develop- 
ment of  Q waves,  but  the  clinical  sig- 
nificance of  this  is  not  fully  understood. 
It  has  been  suggested  that  perhaps  pan- 
creatic enzymes  cause  actual  myocar- 
dial damage  though  currently  this  is 
only  an  association.  Q waves  have  been 
associated  with  traumatic  injury.  Pa- 
tients who  suffer  blunt  trauma  and 
myocardial  contusions  or  penetrating 
trauma  may  both  develop  Q waves  as 
a result  of  injury. 

The  study  of  the  duration,  axis  and 
morphology  of  the  QRS  complex  can 
he  a valuable  clinical  tool.  ■ 
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smart  financial 
decisions.  So 
next  time 
you’re  looking 
for  objective 
answers  to 
life’s  crucial 
financial  deci- 
sions, call  The 
Arkansas 
Financial 
Group.  You’ll 
be  in  great 
company. 


Here’s  what  the  editors 
of  Worth  and  Medical 
Economics  had  to  say: 

“The  Best  300  Financial 
Advisers,  9/98 ” 

“The  Best  250  Financial 
Advisers,  10/97 ” 

“The  120  Best  Financial 
Advisers  for  Doctors,  7/27/98’ 


“ Fee-only , objective,  customized, 
comprehensive,  affordable  advice’ 

The  Arkansas 
Financial  Group,  Inc. 
376-9051 

PHOTO:  KELLY  QUINN/TERRITORIAL  RESTORATION 
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{LEGALLY  SPEAKING} 


Doctors  Not  Required  to  Provide 
Deaf  with  Interpreters  in  All  Cases 

By  David  Ivers,  J.D. 


Does  a doctor’s  office  have  to  provide  a sign  language 
interpreter  if  a deaf  person  requests  it?  Almost  10  years 
after  the  Americans  with  Disabilities  Act  was  passed,  this 
question  comes  up  again  and  again. 

Most  physicians  are  well  aware  that,  like  hotels,  movie 
theaters,  laundromats,  law  offices,  hospitals  and  other  places 
of  public  accommodation,  medical  offices  are  required  to 
comply  with  the  Americans  with  Disabilities  Act  of  1990 
(ADA).  Under  Title  III  of  the  ADA,  no  individual  may 
be  discriminated  against  on  the  basis  of  disability  in  the 
“full  and  equal  enjoyment”  of  goods  and  services  offered 
by  places  of  public  accommodation.  This  means  that  a 
medical  clinic  or  other  public  accommodation  generally 
must  provide  “auxiliary  aids  and  services”  if 
needed  by  the  disabled  person. 

So  does  this  mean  that  a doctor  must  pro- 
vide a sign  language  interpreter?  Not  neces- 
sarily. The  guiding  principal  to  always  keep 
in  mind  is  that  you  must  provide  “effective 
communication.”  This  may  mean  anything 
from  use  of  pen  and  note  pad  to  typing  on  a 
computer  terminal  to  hiring  an  interpreter. 

In  some  situations,  an  interpreter  will  probably  al- 
ways be  required.  The  justice  department’s  interpreting 
regulations  note:  “It  is  not  difficult  to  imagine  a wide 
range  of  communications  involving  areas  such  as  health, 
legal  matters  and  finances  that  would  be  sufficiently 
lengthy  or  complex  to  require  an  interpreter  for  effec- 
tive communication.”  As  an  example,  the  regulations 
state  that  a pen  and  note  pad  would  be  insufficient  to 
permit  effective  communication  when  the  matter  to  be 
decided  is  whether  major  surgery  is  necessary.  On  the 
other  hand,  common  sense  says  that  if  a patient  presents 
herself  with  an  ordinary  sinus  infection,  you  would  not 
need  an  interpreter  in  order  to  treat  her  if  she  is  able  to 
read  and  write  or  use  a computer  terminal.  In  between 
those  two  extremes  are  many  different  scenarios  that  can 
only  be  decided  on  a case-by-case  basis. 

What  if  the  doctor  and  patient  disagree  on  whether 
an  interpreter  is  necessary?  The  decision  is  left  to  the 
doctor’s  office,  not  the  patient.  Wield  this  power  carefully 
since  you  may  be  liable  for  a violation  of  the  ADA  if  your 
chosen  method  proves  ineffective.  The  primary  remedy 
under  the  ADA  is  injunctive  relief  (i.e.,  ordering  you  to 
comply),  but  a civil  penalty  also  may  be  assessed,  particu- 


larly if  you  are  found  to  have  acted  in  “bad  faith.”  A doctor’s 
office  should  be  aware  that  in  deciding  what  type  of  auxil- 
iary aid  is  needed,  the  law  “strongly  encourages”  public  ac- 
commodations to  consult  the  person  with  the  disability. 

These  cases  can  carry  a lot  of  public  sympathy.  Con- 
sider, for  example,  the  situation  in  New  York  where  a hos- 
pital allegedly  failed  to  supply  an  interpreter  for  a man  who 
attended  a Lamaze  birthing  class  with  his  wife  at  the  hos- 
pital. Later  on,  the  hospital  also  failed  to  provide  an  in- 
terpreter when  the  child  was  placed  in  the  neonatal  in- 
tensive care  unit,  telling  him  he  could  use  a TTY,  a de- 
vice that  allows  deaf  persons  to  communicate  over  the 
telephone.  Now  the  hospital  has  an  image  problem  as  well 
as  a major  lawsuit. 

In  short,  if  you  can  communicate  effectively 
without  an  interpreter,  the  law  does  not  require 
you  to  hire  one.  But  if  a note  pad,  computer, 
TTY  or  other  aide  won’t  do  the  job  effectively, 
the  law  requires  that  you  provide  that  service. 
To  obtain  a referral  to  a qualified  interpreter, 
you  may  call  your  local  state  Vocational  Reha- 
bilitation Office  or  the  Disability  Rights  Cen- 
ter (800-482-1174).  Sometimes  a deaf  patient  will  bring 
to  the  office  a friend  or  family  member  who  can  sign,  but 
they  still  may  need  you  to  provide  a qualified,  professional 
interpreter  to  ensure  accurate  communication  and  pro- 
tection of  their  privacy. 

In  cases  where  you  do  decide  to  hire  an  interpreter, 
the  going  rate  in  Arkansas  is  about  $50  an  hour,  usually 
with  a two-hour  minimum.  Many  doctors  want  to  know 
if  they  can  charge  the  patient  for  that  expense.  The  an- 
swer is  no.  Businesses  must  bear  the  cost  of  providing 
accommodations  to  the  disabled,  whether  it  is  a wheel- 
chair ramp  or  an  interpreter.  In  passing  the  ADA,  Con- 
gress reasoned  that  society  as  a whole  benefits  in  the  long 
run  from  the  integration  of  the  disabled  into  the  main- 
stream of  society.  ■ 

Sources 

1.  Americans  with  Disabilities  Act  of  1990,  as  amended, 
42  U.S.C.  (3(312 101  etseq. 

2.  ADA  regulations  at  28  C.F.R.  (536.303  and  App.  B. 

Ivers  is  an  attorney  with  Mitchell,  B lackstock,  Bames,  Wag- 
oner & Ivers,  general  counsel  to  the  Arkansas  Medical  Society. 
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PEOPLE+EVENTS 


Legislators  at  the  Boone  County  Medical  Society  fish  fry  included  (bottom  row,  left  to 
right)  Sen.  Gary  Hunter,  former  Rep.  Bob  Watts,  former  Sen.  Steve  Luelf,  Rep. 
Randy  Lafferty,  (top  row,  left  to  right),  Rep.  Mike  Hathom,  Rep.  Jimmy  Milligan, 
Rep . Jim  Milum  and  Sen . Jon  Fitch . Dr.  Tom  Langston , president  of  the  Boone  County 
Medical  Society  (bottom  row,  far  right) , presented  plaques  to  Watts  and  Luelf. 

Boone  County  Medical  Society 
Celebrates  Legislation  Efforts 

More  than  200  physicians,  business  owners,  community 
leaders  and  legislators  gathered  for  the  Boone  County  Medi- 
cal Society’s  Legislative  Appreciation  Fish  Fry  at  the  home  of 
Dr.  Sam  Scroggins. 

Current  and  former  legislators  were  commended  for  their 
efforts  to  improve  health  care  in  the  area.  Physicians  celebrated 
lobbying  efforts  that  brought  about  $780,000  in  state  funds  to 
the  Claude  Parrish  Radiation  Therapy  Institute  on  North  Ar- 
kansas Regional  Medical  Center. 


HONORED 

Dr.  Stallings  Earns 
Doctor  of  the  Year 
Award 

Dr.  Joe  Stallings  of  Jones- 
boro is  the  Arkansas  Family 
Doctor  of  the  Year,  chosen  by 
the  Arkansas  Academy  of 
Family  Physicians. 

Dr.  Stallings  has  main- 
tained his  family  practice  ■ — 
including  obstetrics,  pediatrics, 
nursing  home  care  and  hospi- 
tal patient  care  — for  more 
than  25  years.  He  and  his  wife, 
Mary  Ann,  have  two  daughters, 
Jenny  and  Mary  Margaret. 

AMA  Hands  Out 
Physician’s 
Recognition  Awards 

Each  month  the  Ameri- 
can Medical  Association  pre- 
sents the  Physician’s  Recogni- 
tion Award  to  those  who  have 
completed  acceptable  pro- 
grams of  continuing  educa- 
tion. 

AMA  recipients  for  Au- 
gust include  Dr.  Ernest  W. 
Archers,  Van  Buren;  Dr. 
Katherine  Henry  Baltz,  Little 
Rock;  Dr.  Robert  W.  Barnes, 
Little  Rock;  Dr.  Joe  H. 
Dorzab,  Fort  Smith;  Dr.  Wil- 
liam C.  Furlow,  Conway;  Dr. 
John  O.  Lytle,  Pine  Bluff,  and 
Dr.  Robert  J.  McGowan, 
Little  Rock. 

Dr.  Toon  Retires  After 
33  Years  of  Practice 

Dr.  Don  Toon,  who  had  a 
private  practice  in  the  Ashley 
County  area  for  33  years,  was 
the  guest  of  honor  recently  at 
a reception  at  Ashley  County 
Medical  Center. 


Dr.  Toon,  who  earned  his 
medical  degree  from  the  Uni- 
versity of  Arkansas  School  of 
Medicine  in  1965,  played  a 
major  role  in  establishing  the 
Ashley  County  Medical  Cen- 
ter. He  was  one  of  the  seven 
original  members  of  the 
hospital’s  board. 

He  and  his  wife,  Nancy 
Stephens  Toon,  are  the  parents 
of  three  children. 

Rogers  Urologist 
Appointed  to  Prostate 
Committee 

Dr.  Jan  Turley  of  Rogers 
recently  was  named  to  the 
Oversight  Committee  on  Pros- 
tate Cancer,  which  seeks  to 
raise  awareness  about  the  dis- 
ease in  Arkansas. 

“Pm  amazed  how  many 
[men]  haven’t  had  their  pros- 
tate checked  and/or  had  a 
PSA  blood  test,”  Dr.  Turley 
told  the  Benton  County  Daily 
Record.  “They’re  just  not 
aware  of  it.” 

The  committee  will  seek 
ways  to  educate  men  about 
early  detection  of  the  disease 
and  evaluate  screening  pro- 
grams. 

Van  Buren  County 
Doctor  Ends  47-Year 
Career 

Dr.  John  Hall,  who  prac- 
ticed in  the  Clinton  area  for 
47  years,  recently  was  hon- 
ored with  a reception  at  the 
First  Service  Bank  commu- 
nity room. 

Visitors  were  treated  to  a 
collection  of  photographs 
taken  throughout  Dr.  Hall’s 
career. 


OBITUARY 

Dr.  Jerry  Donald  Morgan, 

64,  of  Stuttgart  died  Aug.  22, 
1999,  at  Baptist  Medical  Cen- 
ter in  Little  Rock. 

He  began  a family  practice 
in  1965  at  Stuttgart  Medical 
Clinic.  He  was  a former  chief 
of  staff  at  Stuttgart  Regional 
Medical  Center  and  a mem- 
ber of  the  American  Academy 
of  Family  Practitioners, 
American  Medical  Associa- 
tion and  the  Arkansas  Medi- 
cal Society. 

Dr.  Morgan  was  honored 
in  1998  by  the  University  of 
Arkansas  for  Medical  Sciences 
as  a Distinguished  Teacher  of 
Medical  Students. 

He  is  survived  by  his  wife, 
Martha  Osbum  Morgan,  three 
sons  and  one  daughter. 


New 

Members 

Saleem  I.  Abdulrauf,  MD 

Specialty:  NS 
4301  W.  Markham  # 507 
Little  Rock,  AR  72205-7199 
501-686-8757 

John  Adametz  Jr.,  MD 

Specialty:  PM 
19  Heritage  Park  Circle 
North  Little  Rock,  AR 
72116-8528 
501-753-1457 

Amy  Wilson  Aibin,  MD 

Specialty:  PD 

707  N.  Washington 
Magnolia,  AR  71753 

Thomas  G.  Alfano,  MD 

Specialty:  AN 

28  Rosaires  Way 
Little  Rock,  AR  72223 
501-376-8130 
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Patrick  Neii  Anderson,  MD 

Specialty:  EM 
4531  Fawn  Trail 
Greenwood,  AR  72936 
501-441-4000 

Katherine  Baltz,  MO 

Specialty:  OPH 

#5  St.  Vincent  Circle,  #101 
Little  Rock,  AR  72205 
501-664-5354 

Paul  E.  Bean,  MD 

Specialty:  IM 

PO  Box  3528 

Fort  Smith,  AR  72913 

501-452-2077 

Ruth  Ann  Blair,  MD 

Specialty:  IM 

PO  Box  1325 
Cabot,  AR  72023 
501-843-4555 

Clay  Brashears,  MD 

Specialty:  PD 

#5  Medical  Park  Place,  #102A 
Benton,  AR  72015 
501-315-1222 

Robert  Marcus  Causey,  MD 

Specialty:  FP 

306  North  Chestnut 
PO  Box  1497 
Harrison,  AR  72602-1497 
870-741-8559 

Deborah  Cerrato,  MD 

Specialty:  IM 

2037  W.  Main  St. 

Cabot,  AR  72023 
501-843-4555 

William  Clark  Cheek,  MD 

Specialty:  DR 

2784  Brookbury  Crossing 
Fayetteville,  AR  72703 

Steven  E.  Domon,  MD 

Specialty:  P 

4313  West  Markham  St. 

Little  Rock,  AR  72205 
501-686-9495 

Robin  P.  Outfield,  MD 

Specialty:  PD 
101  Skyline  Drive 
Russellville,  AR  72801 
501-968-2345 

Laura  Dunn,  MD 

Specialty:  P 

300  Prospect  Ave. 

Hot  Springs,  AR  71901 

Kimberly  Emerson,  MD 

Specialty:  FP 

1615-B  W.  Persimmons  St. 
Rogers,  AR  72756 
501-636-7192 

Dario  Manuel  Espina,  MD 

Specialty:  CD 

PO  Box  17006 
Ft  Smith,  AR  72917 
501-709-7325 

Benjamin  Perry  Folk,  MD 

Specialty:  CD 

1502  S.  Colorado  St. 
Greenville,  MS  38703 
662-332-9872 


Floyd  Arthur  Hennan,  DO 

Specialty:  FP 

303  Highway  62  East 
Salem,  AR  72576 
870-895-1911 

Charles  R.  Horner  Jr.,  MD 

Specialty:  R 
911  W.  Grand  Ave. 

Hot  Springs,  AR  71913 
501-623-6693 


Bradley  Jenkins,  MD 

Specialty:  FP 
2508  Crestwood 
N.  Little  Rock,  AR  72116 
501-758-2244 

Lori  Michelle  Kagy,  MD 

Specialty:  AI 

10310  W.  Markham  St.,  #222 
Little  Rock,  AR  72205 
501-227-5210 

Matthew  Kagy,  MD 

Specialty:  D 

500  S.  University  Ave.,  #501 
Little  Rock,  AR  72205 
501-664-4161 

Steven  Jamie  Karageanes,  MD 

Specialty:  FP 

8907  Kanis  Road 
Little  Rock,  AR  72205 
501-227-9994 

Andrew  William  Lawton,  MD 

Specialty:  OPH 

9800  Lile  Drive,  Suite  400 
Little  Rock,  AR  72205 
501-224-5658 


Andrew  Ayers  Martin,  MD 

Specialty:  PTH 

PO  Box  5880 
Greenville,  MS  38704 
662-335-0306 


Kumaran  K.  Mohan,  MD 

Specialty:  FP 

460  West  Oak,  Suite  402 
El  Dorado,  AR  71730 
870-863-7158 


Sekou  F.M.  Molette,  MD 

Specialty:  PM 
1216  Look  St. 

Little  Rock,  AR  72204 

Nader  Djalal  Nader,  MD 

Specialty:  AN 
1 1 1 Trelon  Way 
Little  Rock,  AR  72223 
870-257-5225 

Angela  Nutt,  MD 

Specialty:  IM 

409  N.  University  Ave. 

Little  Rock,  AR  72205 
501-664-6980 

Maria  Ann  Kata  Ohrn,  MD 

Specialty:  AN 

525  Western,  # 201 
Conway,  AR  72032 
501-327-6665 

Deepak  K.  Parashara,  MD 

Specialty:  CD 
3344  North  Futrall  Drive 
Fayetteville,  AR  72703 
501-582-7210 

Kamal  Patel,  MD 

Specialty:  HEM 
10001  Lile  Drive 
Little  Rock,  AR  72205 
501-227-8000 

Gabriel  Peal,  MD 

Specialty:  GS 
11321  1-30,  #301 
Little  Rock,  AR  72209 
501-455-0435 

Elwyn  Perser,  MD 

Specialty:  FP 

#2  Portia  Drive 
Little  Rock,  AR  72212 

David  Lance  Phillips,  MD 

Specialty:  GS 
1005  E.  Matthews 
Jonesboro,  AR  72401 
870-935-1242 

Gregory  Philip  Pineau,  MD 

Specialty:  FP 

330  Bone  &.  Bradley  St. 
Clinton,  AR  72031 
501-745-7888 

Jeffrey  M.  Pyne,  MD 

Specialty:  P 
2200  Fort  Roots  Drive 
1 1 6F2/NLR 

North  Little  Rock,  AR  72114 
870-257-3150 

Samuel  Thomas  Rayburn,  MD 

Specialty:  GS 

5 St.  Vincent  Circle,  Suite  201 
Little  Rock,  AR  72205 
501-666-2894 

Cheryll  Darline  Rich,  MD 

Specialty:  FP 

PO  Box  83 
Corning,  AR  72422 
870-857-3399 


Juan  Carlos  Richards,  MD 

Specialty:  GP 

1306  West  Collin  Raye  Drive 
DeQueen,  AR  71832 
870-642-2750 

Jason  D.  Richey,  MD 

Specialty:  FP 

1020  E.  Main  St. 

Charleston,  AR  72933 
501-963-2132 

Melanie  W.  Risinger,  MD 

Specialty:  P 

1300  S.  Main  St.,  Suite  101 
Searcy,  AR  72143 
501-279-2539 

Rajesh  Valchand  Shah,  MD 

Specialty:  HEM 

4301  W.  Markham  St. 

Little  Rock,  AR  72205 
501-686-8511 

Robert  Haley  Shaw,  MD 

Specialty:  GS 
1104  Cache  River  Road 
North  Little  Rock,  AR  72116 
501-758-2257 

Mary  Catherine  Shields,  MD 

Specialty:  FP 

P.O.  Box  460 

Pleasant  Plains,  AR  72568 
501-345-2182 

Kelly  Shrum,  DO 

Specialty:  OBG 

1609  W 40th  Ave.,  Suite  203 

Pine  Bluff,  AR  71603 

870-534-4900 

Surinder  Paul  Sra,  MD 

Specialty:  IM 

124  S.  Allegheny  Drive,  Suite  5 
Cherokee  Village,  AR  72529 
870-257-5118 

Donald  Steely,  MD 

Specialty:  CD 

525  Western  Ave.,  # 304 
Conway,  AR  72032 
501-327-7555 

J.  Bill  Steinsiek  II.,  MD 

Specialty:  FP 

620  N.  Willow  St. 

Harrison,  AR  72601 
870-365-2071 

Jonathan  Thomas,  MD 

Specialty:  IM 

4800  Texas  Blvd. 

Texarkana,  TX  75501 
870-792-7151 

Michael  Hines  Tollett,  DO 

Specialty:  EM 
Rt  2 Box  101 
Walters,  OK  73572 

R.  Douglas  Vanderpool,  MD 

Specialty:  PS 

900  N.  Dixieland  Road,  # 103 
Rogers,  AR  72756 
501-636-8585 

William  Vogenitz,  MD 

Specialty:  PM 

460  West  Grove  St. 

El  Dorado,  AR  71730 
870-863-2450 


Lisa  Low,  MD 

Specialty:  FP 

PO  Box  737 
Rogers,  AR  72757 
501-636-2711 


Seniora  Matthews,  MD 

Specialty:  P 

PO  Box  2995 

Forrest  City,  AR  72336 

870-633-7882 

Matthew  W.  Miller,  MD 

Specialty:  FP 

1105  N.  Rosser  #3 
Forrest  City,  AR  72335 
870-261-0701 


Sandra  S.  Huey,  DO 

Specialty:  FP 
733  Roberts  Drive 
Monticello,  AR  71655 
870-367-3246 

Bryan  Imamura,  MD 

Specialty:  RO 

PO  Box  56409 
Little  Rock,  AR  72215 
501-664-8573 
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STIRRING  CAPPUCCINOS,  TALKING  IN  CELL  PHONES,  APPLYING  LIPSTICK. 

FOR  ALL  THE  DISTRACTING  THINGS  OTHER  PEOPLE  DO  IN  THEIR  CARS, 
HERE'S  ONE  VERY  FOCUSED  RESPONSE. 


FOR  EVERY  QUESTIONABLE  DRIVING  MANEUVER, 
THE  VOLVO  S70  ANSWERS  WITH  A PROTECTIVE 
FEATURE.  FOUR  AIR  BAGS,  A HIGH-STRENGTH 
STEEL  SAFETY  CAGE,  VOLVO’S  PATENTED  SIDE 
IMPACT  PROTECTION  - EVEN  A CRISP,  20-VALVE 
ENGINE,  FOR  THOSE  TIMES  WHEN  QUICK  ACCEL- 
ERATION IS  YOUR  SAFEST  ASSET. 


2000  VOLVO  S70 

MSRP  $31,525 
Savings  - $1800 

Selling  Price  $29,725 

STK#  874072 


JONES  VOLVO 

5909  S.  University 
Little  Rock,  AR  72209 
501-562-9310 


VOLVO  S70 


© 1999  Volvo  Cars  of  North  America,  Inc.  "Volvo  for  life”  is  a registered  trademark  of  Volvo. 
Always  remember  to  wear  your  seat  belt,  www.volvocars.com 


Not  every  practice  needs  to  get  Y2K  ready.  But  you  do. 

Old-fashioned  medicine  was  simple.  But  the  highest  standards  of  health  care  today  depend 
on  complex  interrelationships  between  providers  and  technical  systems,  including  billing 
systems.  You  should  test  your  billing  systems  with  Medicare  and  other  payers.  And  you 
should  prepare  for  any  and  all  contingencies.  It's  not  too  late  to  get  ready,  but  it  is  too  late 
to  delay — if  you  want  to  get  paid  on  time  as  we  enter  the  next  millennium. 

For  information  and  Y2K  resources,  call  1-800-958-4232  or  visit  www.hcfa.gov/y2k 

Medicare  is  Y2K  ready.  Are  you? 
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WildLife  Farms 


Largemouth  bass,  white-tailed  deer,  migrating  ducks  and  1,725  natural 
acres  along  the  White  River,  plus  hunting  rights  to  42,000  more  acres  of  pri- 
vate farm  and  timberland.  If  it  sounds  too  good  to  be  true,  it  isn’t.  It’s  WildLife 
Farms,  65  miles  from  Little  Rock  near  Stuttgart. 

The  sporting  possibilities  don’t  end  with  bass,  deer  and  ducks.  Lakes  here 
are  stocked  with  catfish,  crappie  and  bream,  and  turkey,  geese,  quail,  chukar 
and  pheasant  roam  the  woodlands. 

After  a morning  of  hunting  from  heated  blinds,  the  WildLife  Farms  ameni- 
ties make  life  easy.  Shoot  a game  of  pool,  warm  up  by  the  stone  fireplace,  ease 
aches  in  a hot  tub  or  take  in  some  entertainment  on  a big-screen  TV.  Of 
course,  there’s  time  to  do  all  that  before  dinner  of  steak,  lobster  or  whatever 
your  request  may  be. 


Call  WildLife  Farms  at  (870)  241-3275  or  write  P.O.  Box  593, 178  WildLife 
Farms  Road,  Casscoe,  AR  72026.  Check  the  web  site  at  www.wildlifefarms.com. 
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we  speak 


At  StaffMark  Medical  Staffing,  we  understand  the  unique  nature  of  the  medical  profession. 
We  go  to  great  lengths  to  screen  and  evaluate  our  medical  professionals  to  ensure  you 
get  quality  assistance  when  you  call  us.  Whether  it's  short-term,  long-term, 
or  direct  hire,  we  provide  effective  solutions  for  a wide  range  of  medical  needs  including: 

RNs  • LPNs  • Medical  Clerks  • Transcriptionists 
Phlebotomists  • Lab  Techs  • X-ray  Techs 
Medical  Assistants  • Medical  Office  Managers 
Dental  Assistants  • Medical  Coders 


So  when  you  find  yourself  needing  qualified  medical  professionals, 
call  the  company  that  speaks  your  language.  Call  StaffMark  Medical  Staffing. 


Western  Arkansas 
(501)  484-71  10 


STAFFMARK. 

MEDICAL  STAFFING 


www.staffmark.com 

Central  Arkansas  Northwest  Arkansas 

(501)  227-5858  (501)  750-4844 


EOE 


To  offer  you  the  latest  in  technology,  the  best  in  care. 
To  spare  no  effort  in  providing  you  the  best  prostheses 
that  current  technology,  education,  and  computers 
have  made  possible.  To  continue  to  work  with  you 


until  both  of  us  are  thoroughly  happy  with  our  efforts 
And  to  have  you  back  on  the  fishing  bank  or  under  a 
shade  tree  tinkering  with  your  car  just  as  soon  as 
physically  possible. 


You  Can  Bank  On  Us. 


With  our  computer-aided  design  and  manufacture 
(CAD/CAM)  system,  we  can  create  prostheses  that  are 
precisely  custom  fitted.  And  we  don't  design  a 
prosthesis  for  a young,  long-distance  runner  the  same 
way  we  design  one  for  an  older  patient  who  simply 
wants  to  walk  his  granddaughter  home  from  school. 


Both  are  built  to  the  highest  quality  standard  specifications, 
but  designed  for  different  functions.  And  the  same  goes 
for  our  custom  orthoses. 

— Since  1911,  Snell  Laboratory  has  put  our 
patients  first.  You  can  bank  on  the  fact  that 
we  still  do. 


Prosthetic  & Orthotic 
Laboratory 

THE  LATEST  IN  TECHNOLOGY.  THE  BEST  IN  CARE. 

Offices  located  in  Little  Rock,  Russellville,  Fort  Smith,  Mountain  Home,  Fayetteville,  Hot  Springs,  North  Little  Rock,  and  Jonesboro. 

Little  Rock  (501)  664-2624  • Stateivide  Toll-free  1-800-342-5541 

Founding  Members  of  PrimeCare  O&P  Network  - serving  the  southern  United  States. 
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Bouncing  Back 

Committee  Helps  Doctors 
Return  From  Drug  Abuse 
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S430 


At  Autoflex  Leasing, 
hard  to  find  cars  are 
our  specialty. 


(/  V hether  it's  a Mercedes  S500  or  S430,  the  Cl  JK  Cabriolet 
or  all  new  Honda  S200Q,  your  “hard  to  find"  car  could 
be  just  a phone  call  away.  After  all,  your  patients  don't 
like  waiting... Why  should  you? 
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Take  One  of  These  and  Live. 


Sometimes  it’s  simple  instructions  that  make  a difference.  Aspirin  for  heart  attack.  Flu 
shots.  Eye  exams  for  diabetics.  And,  sometimes  it’s  complex  treatments  that  are  critical. 
Keeping  you  on  top  ol  the  latest  clinical  guidelines,  whether  simple  or  complex,  is  just 
one  way  Arkansas  Foundation  for  Medical  Care  helps  you  improve  health  care  for 
thousands  of  Medicaid  and  Medicare  patients  in  Arkansas.  Through  initiatives  like  our 
Health  Care  Quality  Improvement  Program  (HCQIP),  we  help  health  care  professionals 
identify  opportunities  to  improve  the  delivery,  quality  and  cost-effectiveness  of  health 
care.  Combining  the  most  current  data  analysis  and  clinical  practice  guidelines,  our 
collaborative  improvement  projects  are  setting  a new  standard  in  evidence-based 
medicine.  Together,  we’re  improving  the  quality  of  health  care  for  all  Arkansans. 


Arkansas  Foundation 
for  Medical  Care 


For  more  information  on  HCQIP  projects,  Medicaid  Managed  Care  Services  and  Health  Data  Solutions,  contact 
the  Arkansas  Foundation  for  Medical  Care  at  501-649-8501.  Or  visit  our  website  at  http://www.afmc.org. 
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In  Praise  of  Pioneers 
and  Medical  Miracles 

Jerry  Byrum,  MD 


As  our  century  and  millennium  come  to  a close,  it  is  a natural  time  for 
those  of  us  in  medicine  to  reflect  on  where  we  have  come  from  and 
where  we  are  going. 

As  I think  about  these  things,  I am  immediately  struck  with  a profound 
sense  of  gratitude  for  the  work  that  has  been  accomplished  in  our  field  over 
the  past  100  years.  We  are  the  benefactors  of  the  contributions  of  countless 
talented,  imaginative,  pioneers  in  medicine  who  have  contributed  to  our 
vast  armamentarium  in  the  fight  against  disease.  Imagine  how  a physician 
from  1900  would  view  medicine  today.  The  progress  in  medicine  — and  in 
our  country  in  general  — is  staggering.  It  is  helpful  to  reflect  on  some  of  the 
accomplishments. 

In  1900,  for  the  most  part,  the  scope  of  medical  care  in  our  country  was 
very  limited.  Poor  modes  of  transportation,  coupled  with  limited  numbers 
of  physicians,  limited  medical  facilities  and  limited  medical  and  surgical 
treatment  modalities,  made  for  very  primitive  medical  care  by  today’s  stan- 
dards. A visit  to  almost  any  Arkansas  cemetery  yields  numerous  examples  of 
this.  It  is  easy  to  find  paired  tombstones  with  a mother’s  marker  beside  her 
infant’s  marker.  An  inspection  of  an  infant’s  tombstone  generally  yields  a 
date  of  birth  and  date  of  death  that  is  the  same  day.  Beside  it,  the  mother’s 
tombstone  has  the  same  date  of  death  as  the  infant.  It  is  rare  to  see  this 
pairing  of  tombstones  after  1940.  Today,  we  take  safe  deliveries  almost  for 
granted,  I am  thankful. 

In  1900,  a host  of  infectious  diseases  were  present  in  Arkansas  and  the 
United  States  in  general,  with  which  physicians  of  2000  have  very  little 
experience.  Dreaded  diseases  such  as  smallpox,  typhoid  fever,  diphtheria, 
tetanus,  polio,  the  severe  form  of  scarlet  fever  and  many  other  infectious 
diseases  have  almost  vanished  from  our  population. 

Improved  sanitation,  less  crowded  living  conditions,  national  vaccine 
programs,  an  understanding  of  the  basis  of  infectious  disease,  the  develop- 
ment of  life  saving  medicines,  better  working  conditions,  less  pollution, 
improved  water  supplies,  quality  nutrition  and  improved  food  supplies  have 
all  contributed  to  this  success.  I have  come  to  understand  this  situation 
much  more  clearly  after  having  visited  Russia  seven  times  and  encounter- 
ing vaccine  preventable  diseases  such  as  diphtheria.  We  shouldn’t  take  for 
granted  what  has  been  accomplished  here.  We  have  made  great  progress  in 
this  country  in  this  regard,  and  I am  thankful. 

Many  diseases  today  are  cured  with  the  direct  benefits  of  life-saving  medi- 
cines. In  1900,  many  of  these  same  diseases  were  fatal.  It  took  imagination, 
hard  work,  financial  risk  and  courage  to  bring  these  into  production. 

Who  can  forget  the  dramatic  appearance  of  penicillin  in  the  late  1930s 
and  early  1940s.  Think  of  the  daring  it  took  to  actually  inject  this  material 
into  a living  human  being  for  the  first  time.  It  worked  (Well,  that  is,  even- 
tually it  worked.  The  first  man  to  receive  penicillin  died  after  initially  im- 
proving on  the  medication,  only  to  relapse  after  the  researchers  ran  out  of 
it).  The  practice  of  medicine  was  changed  forever. 

Today  there  is  a multibillion  dollar  industry  devoted  to  research,  de- 
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Before  penicillin,  rheumatic  fever  caused 
many  cases  of  mitral  valvar  stenosis.  Some 
of  the  first  heart  surgeries  involved  finger 
dilatation  of  the  stenotic  mitral  valve 
through  a incision  made  in  the  wall  of  the 
beating  heart. 


velopment  and  production  of 
life-saving  and  life-enhanc- 
ing medications.  Brilliant 
minds  spend  their  lives  in 
pursuit  of  finding  medical 
cures  for  disease,  and  I am 
thankful. 

Then,  there  is  the  drama 
of  surgery.  The  examples  of 
progress  are  too  numerous  to 
cite.  Think  of  the  first  heart 
surgeries.  Before  penicillin,  rheu- 
matic fever  caused  many  cases  of 
mitral  valvar  stenosis.  Some  of  the 
first  heart  surgeries  involved  finger 
dilatation  of  the  stenotic  mitral 
valve  through  a incision  made  in 
the  wall  of  the  beating  heart.  From 
this  start,  we  have  the  incredible 
cardiac  surgeries  of  today  with  coro- 
nary artery  surgery  and  angioplasty, 
heart  valve  replacement  and  repair, 
heart  transplantation  and  arrhyth- 
mia treatment  to  name  a few.  In 
other  fields,  such  as  obstetrics,  gy- 
necology, general  surgery,  orthope- 
dics, otolaryngology,  neurosurgery, 


ophthalmology,  urology  and  others, 
the  progress  is  unprecedented.  I am 
in  awe  of  what  you  do,  and  I am 
thankful. 

There  have  been  incredible  ad- 
vancements in  other  fields  of  diag- 
nosis, surgical  support  and  medical 
supplies.  Things  like  anesthesia 
methods,  surgical  materials,  surgi- 
cal techniques  and  post  op  care 
have  all  vastly  improved.  Lasers, 
cautery,  endoscopic  devices, 
angiograms,  robotic  equipment, 
monitoring  equipment,  electronics, 
CT,  MRI,  MRA,  PET  and  other  al- 
phabet soup  abbreviations  have 


contributed  greatly  to  our 
ability  to  help  people.  The 
list  goes  on  and  on  and  on, 
and  I am  thankful. 

Then,  there  are  those  in- 
credible people  who  render 
medical  care.  They  are  you  — 
physicians,  pharmacists, 
nurses,  physicians  assistants, 
therapists,  technicians,  admin- 
istrators, office  staff  and  oth- 
ers, all  those  who  take  care  of  people. 
You  are  the  best  ever  at  what  you  do, 
and  I am  thankful  for  you. 

I am  thankful  to  live  here  in  Ar- 
kansas, right  at  this  moment.  It  is  a 
beautiful  land  with  the  greatest 
people  in  the  world.  It  is  a land  of 
plenty.  We  truly  are  living  in  the  best 
of  times.  Lastly,  I am  thankful  to  our 
Creator  who  gives  us  life  and  breath. 
I am  indeed  very  thankful.  ■ 

Dr.  Byrum  is  a Little  Rock  pedia- 
trician and  a member  of  the  editorial 
board  of  The  Journal  of  the  Arkansas 
Medical  Society. 
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LIVE  RICH  helping  busy 
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LETTERS 


Dear  Ms.  Hicks: 

The  special  report,  “Collective 
Bargaining  is  AM  As  Answer  to  Man- 
aged Care  Woes,”  by  Natalie  Gardner 
in  the  August  1999  issue  of  The  Jour- 
nal was  of  interest  to  us,  especially  the 
quotes  by  Dr.  Sandra  Johnson,  a der- 
matology resident  at  the  University 
of  Arkansas  for  Medical  Sciences.  We 
understand  that  Dr.  Johnson’s  obser- 
vations were  about  residents  in  gen- 
eral, especially  those  that  she  has 
contacted  through  the  AMA  meet- 
ings, and  were  not  specifically  about 
residents  at  UAMS. 

We  wish  to  clarify  the  work  en- 
vironment for  residents  at  the  Uni- 
versity of  Arkansas.  Each  year, 
UAMS  educates  approximately  500 
resident  physicians  within  50  train- 
ing programs.  Certainly,  some  of  the 
training  programs  are  more  stressful 
than  others  and  require  longer  work- 
ing hours.  The  Graduate  Medical 
Education  (GME)  Committee  at  the 
University  of  Arkansas  College  of 
Medicine  considers  the  issue  of  work 
environment,  work  hours  and  support 
of  resident  education  very  seriously. 
The  committee  is  composed  of  train- 
ing program  directors,  the  assistant 
dean  for  graduate  medical  education, 
representatives  from  each  of  the  three 
major  participating  teaching  hospi- 
tals, eight  chief  residents  and  eight 
residents  elected  by  their  peers  with 
full  voting  status. 

In  order  to  ensure  that  residents 
have  an  appropriate  work  environ- 
ment, the  GME  Committee  devel- 
oped a work  hours  and  work  environ- 
ment policy  in  1998.  This  policy 
specifies  that  each  resident  shall  work 
no  more  than  an  average  maximum 
of  80  hours  of  assigned  clinical  du- 
ties per  week;  that  emergency  room 
and  night  float  shifts  be  limited  to  ap- 
proximately 12  consecutive  hours  of 
patient  care  and  each  shift  shall  be 
separated  by  12  hours  free  from  clini- 
(Letters  continued  on  Page  241 ) 
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WHAT  WE’VE  DONE  FOR  YOU  LATELY 


Top  50  Things  AMS 
Does  for  Its  Members 

By  David  Wroten 

In  discussing  the  purposes  of  this  monthly  column,  Dr.  Mike  Moody  of  Salem 
suggested  that  perhaps  it  should  be  titled  “What  Have  You  Done  for  Me  Lately?” 
since  that  seems  to  be  the  question  of  the  day. 

It  is  a legitimate  question  for  which  there  are  some  very  good  answers.  Unfor- 
tunately, either  we  are  not  doing  a very  good  job  of  communicating  those  answers 
or  physicians  simply  are  not  receiving  the  message. 

There  are  almost  100  physicians  involved  in  the  Arkansas  Medical  Society’s 
long-range  planning  effort.  As  you  might  imagine,  there  are  dozens  of  suggestions 
for  things  that  the  AMS  should  be  doing.  The  good  news  is  that  the  AMS  is 
doing  many  of  them.  The  bad  news,  as  pointed  out  by  the  well-intentioned  sug- 
gestions, is  that  too  many  AMS  members  are  unaware  of  the  many  things  the 
AMS  does  for  them  and  their  patients. 

Finding  better  ways  to  communicate  with  physicians  will  he  a major  goal  of 
the  AMS.  But,  for  now,  here  are  50  things  that  the  AMS  does  for  you.  Share 
them  with  a colleague. 


Letters 

(Continued  From  Page  239) 

cal  responsibilities;  that  each  resident 
shall  have  a monthly  average  of  one 
day  in  seven  free  from  clinical  duties 
and  expectations;  and  that  each  resi- 
dent shall  be  on  in-house  call  no 
more  than  an  average  of  every  third 
night. 

In  addition,  residents  have  staff 
physician  supervision  appropriate  to 
the  skill  level,  call  rooms  for  all  resi- 
dents who  take  in-house  call,  and  ad- 
equate ancillary  support  for  patient 
care. 

In  order  to  assure  compliance 
with  the  policies  of  the  GME  Com- 
mittee, residents  complete  yearly 
confidential  surveys  about  these  is- 
sues. In  addition,  each  training  pro- 
gram undergoes  an  internal  review  by 
a faculty  and  resident  panel  approxi- 
mately every  two  to  three  years. 
Through  confidential  resident  inter- 
views, the  GME  Committee  is  able 
to  monitor  and  make  positive 
changes  as  indicated. 

This  year,  the  GME  Committee 
formed  a Residents  Council,  com- 
posed of  16  resident  members  who 
represent  the  housestaff  body.  Their 
projects  include  developing  a better 
communication  system  for  all  resi- 
dents to  exchange  information 
about  their  educational  and  work 
environments  and  to  develop  a pro- 
cess by  which  residents  may  raise 
concerns  in  a confidential  and  pro- 
tected manner.  We  believe  that  the 
above  measures  will  ensure  a posi- 
tive environment  for  education  of 
residents  at  U AMS.  ■ 

Sincerely, 

I.  Dodd  Wilson,  MD 
Dean,  College  of  Medicine 

Jeanne  K.  Heard,  MD,  Ph.D 
Assistant  Dean  for  Graduate 
Medical  Education 

Chris  E.  Smith,  MD 
Chair,  Graduate  Medical 
Education  Committee 


The  Top  50 

(In  no  particular  order) 

1 . Publishes  The  Journal  of  the  Arkansas 
Medical  Society  monthly. 

2.  Publishes  AMS  News  Briefs,  a 
monthly  newsletter. 

3.  Publishes  The  Legislative  Update,  a 
newsletter  during  legislative  sessions. 

4.  Publishes  an  annual  membership  di- 
rectory. 

5.  Sponsors  seminars  on  coding,  prac- 
tice management  and  other  issues. 

6.  Lobbies  the  legislative  bodies,  both 
federal  and  state. 

7.  Sponsors  a doctor-of-the-day  program 
to  provide  medical  services  to  legislators 
and  Capitol  staff  during  the  Arkansas 
General  Assembly  sessions. 

8.  Develops  and  promotes  legislation 
beneficial  to  members,  their  patients  and 
public  health. 

9.  Maintains  regulatory  liaison  with 
DHS  (Medicaid),  Arkansas  Workers’ 
Compensation  Commission,  Arkansas 
Insurance  Department,  Arkansas  Depart- 
ment of  Health,  Arkansas  State  Medical 
Board,  etc. 

1 0.  Participates  on  various  task  forces, 
boards,  commissions  and  committees 
relative  to  health  care  issues. 


1 1 . Participates  in  the  promulgation  of 
rules  related  to  health  care,  including 
prompt  payment,  workers’  compensation 
fee  schedules,  Medicaid  reimbursement 
and  more. 

1 2.  Maintains  liaison  with  other  health- 
related  organizations. 

1 3.  Sponsors/cosponsors  fund-raisers  for 
political  candidates. 

1 4.  Participates  in  events  and  fund-rais- 
ers for  charity  organizations. 

1 5.  Executive  staff  and  leadership  serve 
as  frequent  speakers  as  experts  in  health 
care. 

1 6.  Sponsors  a VISA  Gold  credit  card 
program  for  members. 

1 7.  Sponsors  health  and  other  insurance 
programs  for  members  and  their  clinics. 

18.  Sponsors  a tax-deductible  gift  an- 
nuity program. 

1 9.  Sponsors  an  automobile  leasing  pro- 
gram for  members. 

20.  Created  a statewide  managed  care 
organization  (AMCO)  to  assist  physi- 
cians with  negotiating  and  contract  re- 
view. AMS  no  longer  owns  the  entity, 
hut  it  is  alive  and  well. 

21 . Publishes  legal  information  via  the 
AMS’  “Physician’s  Legal  Guide.” 

22.  Sponsors  quarterly  luncheons  for 

(Continued  on  Page  247 ) 


Number  7 


December  1999  • 241 


SOUTHWESTERN 
BELL  WIRELESS 


The  Most  Complete 
Digital  Service 
In  Arkansas 


Nationwide 
Wireless  Coverage 


A Name  You 
Know  And  Trust 


www.swbellwireless.com 


To  Do. 


— Call  -Me  hospital 

— Schedule  murse 
'infer  uleu^ 

— . OrAtr  medico.  I 

5off ware 


Cov'fo'f'M  on-call 
schedule 


Done. 


Be  more  productive  with  the  name  you  know 
and  trust  — Southwestern  Bell. 

No  matter  how  heavy  your  workload  gets,  Southwestern  Bell  Wireless 
can  help  lighten  it.  It  just  makes  sense  to  stick  with  Southwestern  Bell. 
After  all,  who  else  would  you  trust  to  give  you  the  technology  that  allows 
you  to  use  your  phone  wherever  and  whenever?  So  before  you  make 


EL  DORADO 

1801  North  West  Ave 
(870)  862-0010 
Mon-Fri  8:30  to  5:30 
Sat  10  to  3 


FAYETTEVILLE 

3075  N College  Ave 
Fiesta  Square 
Shopping  Center 
(501)  444-9100 
Mon-Fri  8:30  to  5:30 
Sat  10  to  2 


FORT  SMITH 

4300  Rogers  Ave 
(501)  783-4600 
Mon-Fri  8:30  to  5:30 
Sat  10  to  2 


JONESBORO 

2801  S Caraway  Rd 
(870)  935-5500 
Mon-Fri  8:30  to  5:30 
Sat  10  to  2 


LITTLE  ROCK 

11520  Financial  Center 
Parkway  at  Chenal 
(501)  225-2355 
Mon-Fri  8 to  6 
Sat  10  to  5 


M0NTICELL0 

351-B  Hwy  425  S 
(870)  460-9300 
Mon-Fri  8:30  to  5:30 
Sat  10  to  3 


NORTH 
LITTLE  ROCK 

2617  Lakewood 
Village  Dr 
Lakewood  Village 
Shopping  Center 
(501)  812-7000 
Mon-Fri  8 to  6 
Sat  10  to  5 


ROGERS 

4404  W Walnut,  Ste  1 
(501)  246-1000 
Mon-Fri  8:30  to  5:30 
Sat  10  to  2 


RUSSELLVILLE 

3065  E Main  St 
Valley  Park 
Shopping  Center 
(501)  968-2464 
Mon-Fri  8:30  to  5:30 
Sat  10  to  2 


SEARCY 

2017  E Race 
Old  Town 
Shopping  Center 
(501)  279-0011 
Mon-Fri  8:30  to  5:30 
Sat  10  to  2 


WIRELESS  EXPRESS 
STATEWIDE 


another  “to  do” 


list,  pick  up  the  tool 


that  really  gets  things  done  — 


Order  by  phone 
(888)  677-6701 


Southwestern  Bell  Wireless. 


friendly,  neighborhood,  global 


Southwestern  Bell 

A member  of  the  SBC  global  network 


Southwestern  Bell  reminds 
you  to  use  your  phone 
safely  while  driving. 


NOKIA 


registered  trademark  of  Nokia  Corporation.  Copyright  ©1999  Southwestern  Bell  Wireless. 


rights  reserved. 


242  • The  Journal 


Volume  96 


IN+THE  + NEWS 


Letter  Urges  Access 
to  Sterile  Syringes 

Five  groups  are  urging 
state  medicine,  pharmacy  and 
public  health  officials  to  coor- 
dinate their  efforts  to  provide 
access  to  sterile  syringes  to 
stop  blood-borne  diseases. 

About  a third  of  AIDS 
cases  and  half  of  hepatitis  C 
cases  in  the  United  States  are 
linked  to  injection  dnig  use.  In- 
jection drug  users,  their  part- 
ners and  their  children  are  in 
danger  partially  because  of  lim- 
ited access  to  sterile  syringes. 

“The  [American  Medical 
Association]  strongly  urges  state 
medical  associations  to  join 
this  important  effort,”  said  Dr. 
Thomas  Reardon,  AMA  presi- 
dent, in  a recent  letter  to  state 
health  officials.  “Any  action 
that  will  help  reduce  diseases 
like  AIDS  and  hepatitis  C — 
infections  that  pose  a huge 
threat  to  public  health  — is 
clearly  an  action  that  physi- 
cians should  squarely  support.” 

Julie  Scofield,  executive 
director  of  the  National  Al- 
liance of  State  and  Territo- 
rial AIDS  Directors,  said, 
“The  positive  impact  of  in- 
creasing access  to  sterile  sy- 
ringes on  disease  prevention 
has  already  been  demon- 
strated on  both  the  state  and 
local  levels,  as  well  as  in  nu- 
merous foreign  countries.  It’s 
time  for  society  to  move  be- 


yond hypothetical  concerns 
to  tackle  the  immediate  pub- 
lic health  need  to  make  ster- 
ile syringes  available.” 

The  groups  hacking  the 
letter  are  the  AMA, 
NASTAD,  the  American 
Pharmaceutical  Association, 
the  Association  of  State  and 
Territorial  Health  Officials 
and  the  National  Associa- 
tion of  Boards  of  Pharmacy. 


Groups  Join 
to  Campaign  for 
Health  Coverage 

The  American  College  of 
Physicians  — American  So- 
ciety of  Internal  Medicine 
and  the  Catholic  Health  As- 
sociation of  the  United  States 
have  created  “Be  Heard  for 
Accessible  and  Affordable 
Healthcare,”  a grassroots  cam- 
paign to  push  legislation  for 
affordable  health  care. 

“It’s  a national  tragedy  that 
more  than  44  million  Ameri- 
cans live  each  day  without 
health  insurance,”  said  the  Rev. 
Michael  D.  Place,  CHA  presi- 
dent and  chief  executive  of- 
ficer. “The  number  of  unin- 
sured Americans  has  increased 
by  more  than  1 5 percent  in  the 
past  five  years,  at  a time  when 
the  economy  has  enjoyed  the 
longest  sustained  period  of  eco- 
nomic expansion  in  history.” 

The  two  groups  plan  to 
gather  the  names  of  thousands 
of  Americans  on  petitions.  So 


far,  requests  for  more  than 
90,000  petition  forms  have 
been  made.  The  groups  will 
talk  to  the  White  House, 
leaders  in  Congress  and  presi- 
dential candidates. 

An  electronic  petition 
can  be  completed  at  the  CHA 
web  site,  www.chausa.org/ 
beheard  or  at  the  ACP- 
ASCM’s  weh  site  at 
www.acponline.org/uninsured. 

New  MRI  System 
Offers  Quick  View 

Engineers  at  Johns 
Hopkins  University  in  Bal- 
timore have  developed  a sys- 
tem that  will  give  doctors  al- 
most immediate  information 
about  heart  damage. 

The  harmonic  phase 
magnetic  resonance  imaging 
system,  known  as  HARP 
MRI,  will  provide  a clear 
view  of  heart  muscles  while 
a patient  is  inside  a magnetic 
resonance  imaging  scanner. 

Engineers  Jerry  L.  Prince 
and  Nael  Osman  developed 
the  system  to  eliminate  delays 
in  processing  and  interpreting 
pictures  from  MRIs.  Prince 
and  Osman  have  applied  for  a 
patent  for  die  system. 

The  engineers  say  the 
most  promising  use  of  the 
HARP  MRI  will  be  in  cardiac 
stress  testing,  typically  done 
with  ultrasound  equipment. 
“An  MRI  provides  better  reso- 
lution,” Prince  said.  “You  can 
see  details  better.  With  MRI 
tagging,  you  can  see  what’s  go- 
ing on  within  the  walls  of  a 
heart  muscle.  It  can  image  the 
way  the  muscle  is  working. 


There’s  no  other  technology 
that  can  do  that  now.” 

HARP  MRI  research  is 
supported  by  a grant  from  the 
National  Heart,  Lung  and 
Blood  Institute  of  the  Na- 
tional Institutes  of  Health. 


ACSM  Conference 
Part  of  Special 
Supplement 

The  American  College  of 
Sports  Medicine’s  conference, 
“Physical  Activity  in  the  Pre- 
vention and  Treatment  of  Obe- 
sity and  Its  Comorbidities,”  is 
part  of  a November  supplement 
to  Medicine  & Science  in  Sports 
& Exercise. 

Complete  manuscripts 
from  the  conference,  along 
with  an  executive  summary, 
are  included.  Findings  from 
the  conference  show  that 
physical  activity  is  essential 
because  it  reduces  the  risk  of 
comorbidities  of  obesity. 

Dr.  Claude  Bouchard,  co- 
chairman  of  the  conference, 
said,  “It  is  well  established 
that  regular  physical  activity 
has  favorable  effects  on  sev- 
eral of  the  comorhidities  of 
obesity,  particularly  those 
pertaining  to  cardiovascular 
disease  and  type  2 diabetes. 
Some  data  also  indicate  that 
mortality  rates  are  lower  in 
the  overweight  and  moder- 
ately obese  men  and  women 
who  are  physically  fit  com- 
pared to  the  unfit.”  ■ 
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GONE  BY 


Causes  of  Neuralgia 

The  re rm  neuralgia  is  used  to  de- 
note an  affection,  the  chief  character- 
istic of  which  is  pain  along  the  course 
of  a sensitive  nerve.  The  derivation  of 
the  word  is  from  two  Greek  words, 
meaning  nerve  and  pain. 

The  causes  of  neuralgia  may  be  di- 
vided into  four  classes:  first,  systemic; 
second,  local;  third,  idiopathic;  fourth, 
diathetic. 

Local  causes  maybe  of  a great  many 
varieties.  The  nerve  may  he  pressed 
upon  by  cicatricial  tissue  or  a tumor  of 
some  kind.  Nodes  of  the  bone,  syphi- 
litic gumma,  malignant  or  benign 
growths  may  impinge  on  the  nerve. 

The  third  class  of  cases  may  be  de- 
nominated idiopathic.  In  these  cases  of 
neuralgia,  there  is  discernible  no  cause 
of  the  disease.  All  that  can  be  said  of 
its  pathological  character  is  that  there 
is  a high  degree  of  morbid  sensibility. 

The  fourth  class  of  cases  has  been 
here  denominated  diathetic.  There  are 
many  cases  in  which  sitting  in  a draft 
five  minutes  will  cause  an  attack  of 
neuralgia  of  as  many  days  duration. 
There  are  others  who  will  contract  a 
severe  neuralgia  by  standing  on  a wet 
pavement  or  floor  a very  short  while. 

Tire  interference  or  disorder  in  the 
sensation  of  the  nerve  seems  to  be  due 
to  a constricting  influence  of  the  bone, 
or  periostium,  at  the  exit  foramen  of 
the  skull.  The  effect  of  the  diathesis  is 
explained  and  the  constricting  influ- 
ence is  shown  by  the  swelling  of  the 
bone  on  the  occurrence  of  the  contrib- 
uting cause. 

There  seems  to  be  a sub-acute  pe- 
riostitis around  the  nerve  foramen, 
which  is  excited  into  an  acute  stage  on 
the  occurrence  of  the  cause.  Just  as  in 
sub-acute  rheumatism  of  the  joints, 
which  is  intensified  in  wet  weather  or 
exposure.  On  the  swelling  of  the  peri- 
osteum, or  duramater,  lining  the  exit 
canal  through  the  skull,  there  is  neces- 
sarily a constriction.  ■ 

Dr.  R.D.  Thompson  read  portions  of 
the  above  article  to  the  society. 

Reprinted  from  the  “Proceedings  of  the 
24th  AM S Annual  Session,”  May  1899. 
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By  Natalie  Gardner 


Arkansas  Medical  Foundation  Helps  Doctors  End  Drug  Abuse 

As  a recovering  alcoholic,  Dr.  Joe  Martindale  of  Benton  was  eager  to  help 
other  physicians  with  the  struggles  he  experienced.  From  renegotiating  staff 
placement  with  hospitals  to  reopening  a practice,  Dr.  Martindale  understood 
the  unique  issues  facing  physicians  with  substance  abuse  problems. 

With  help  from  the  Arkansas  Medical  Society,  Dr.  Martindale,  a general 
practitioner,  started  a program  for  impaired  physicians.  In  the  early  1980s, 
he  made  a presentation  to  the  Arkansas  State  Medical  Board.  Dr.  Martindale 
was  elected  chairman  of  AMS’  new  committee,  but  the  project 
was  put  on  hold. 


‘A: 


fter  a period  of  time,  we  decided  we  really  needed  this 
committee,”  Dr.  Martindale  said.  “In  1987, 1 started 
selecting  committee  members  and  tried  to  appoint 
doctors  who  were  in  a state  of  recovery.  That  first  year, 
we  had  no  funding.  I was  heading  it  up  out  of  my  bedroom,  and 
my  wife  was  our  secretary  That  year,  12  physicians  entered  the 
program.” 

Now  the  impaired  physicians  committee  is  its  own  entity  — 
the  Arkansas  Medical  Foundation  — and  Dr.  Martindale  is  its 
medical  director.  Funding  comes  from  not  only  AMS,  but  also 
State  Volunteer  Mutual  in  Tennessee  and  the  Arkansas  State 
Medical  Board.  The  bulk  of  the  foundations  funding  comes  from 
licensing  fees.  In  the  early  1990s,  the  state  Legislature  passed  a 
law  increasing  licensing  fees  by  $20.  That  $20  goes  to  support 
the  impaired  physicians  program. 

“Physicians  are  very  much  at  risk  with  the  availability  of 
drugs  to  us,”  Dr.  Martindale  said.  “Now  with  managed  care  the 
way  it  is,  doctors  are  stretched  more.  They  are  working  their 
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practices  during  the  day  and  the  emergency  room  at  night, 
sometimes  in  different  parts  of  the  state.  They  are  maxed 
out  and  are  reaching  out  for  something  to  help  them. 

That’s  when  you  get  addicted.” 

The  program  is  actively  treating  58  physicians  in  the 
state,  including  one  cardiologist,  two  neurosurgeons  and 
one  medical  student.  The  foundation  also  offers  help  to 
dentists,  dental  hygienists,  respiratory  care  practitio- 
ners and  optometrists.  Sixty-three  percent  of  the 
dentists  and  dental  hygienists  in  the  program  are  facing 
state  dental  board  action.  Fifty-eight  percent  of  the 
physicians  in  the  program  are  facing  action  by  the  state 
medical  board. 

The  foundation  identifies  physicians  in  need  of 
services  through  recommendations  and  through  the 
state  medical  board.  Some  physicians  have  been 
approached  by  the  board  and  are  in  danger  of  losing 
their  licenses;  others  are  taking  steps  to  get  treatment 
before  action  is  taken  by  the  board.  Dr.  Martindale 
said. 

“When  we  get  a report  on  a physician,  we  have  to 
make  sure  the  information  is  valid,”  he  said.  “I  call  the 
physician  and  tell  them 
exactly  what  I’ve  heard,  and 
then  I make  some  recom- 
mendations.” 

Those  recommendations 
could  be  anything  from 
getting  into  a 12-step 
program,  such  as  Alcoholics 
Anonymous,  or  being 
placed  in  an  inpatient 
treatment  program.  Every 
physician  who  enters  the 
program  goes  to  a four-day 
inpatient  evaluation 
program  targeted  toward  professionals.  Arkansas  Medical 
Foundation  uses  programs  in  Arkansas,  Tennessee, 
Mississippi  and  Georgia. 

Based  on  an  evaluation,  the  foundation  develops  a 
treatment  plan  for  the  physician,  who  signs  a contract 
with  the  foundation  that  locks  them  into  a certain  number 
of  12-step  programs,  outpatient  treatments  or  physician 
support  groups. 

“We  have  two  different  contracts  with  the  physi- 
cians,” Dr.  Martindale  said.  “One  is  a treatment  contract 
that  says  they  won’t  practice  medicine  until  they  are 
cleared.  The  other  is  an  after-care  contract  that  says  the 
physician  will  continue  to  be  supervised  by  us  so  we  can 
determine  if  they  are  no  longer  under  impairment.” 

Building  a Relationship 

The  foundation’s  relationship  with  the  state  medical 
board  has  been  the  key  to  strengthening  the  impaired 


physicians  program.  Dr.  Martindale  said. 

“Until  we  had  a relationship  with  the  board,  we  had 
no  teeth  in  this  program.  Now,  if  doctors  become 
uncompliant  with  the  treatment  process,  we  have  to 
report  them  to  the  board  and  that  usually  results  in  a 
physician’s  license  being  revoked.” 

Dr.  Martindale  is  quick  to  dispel  rumors  that  the 
foundation  acts  along  with  the  state  medical  board. 

“It  is  not  our  purpose  to  catch  these  people,”  he 
said.  “We  want  to  be  able  to  know  if  someone  is  at  risk 
to  relapse.  We’re  not  there  to  be  a policeman. 

“1  don’t  hammer  on  these  doctors,  but  I do  offer 
them  a deal  they  can’t  refuse.  I explain  to  them  what 
they  need  to  do,  and  if  they  don’t,  then  I have  to  turn 
them  over  to  the  medical  board  and  they  do  their  own 
investigation.  If  that  happens,  odds  are  we’ll  have  the 
same  conversation  again.” 

Program  Successes 

The  foundation  has  its  success  stories.  During  the  last 
three  and  a half  years  the  program  has  had  an  office  in 
Bryant,  there  have  been  six  relapses  out  of  about  150 

doctors.  There  hasn’t  been  a 
positive  drug  screening 
among  participants  since 
Jan.  4,  1998. 

Drug  testing  is  a large 
part  of  the  impaired  physi- 
cians program.  Participating 
physicians  have  to  call  an 
800  number  each  day.  The 
testing  is  by  color  identifica- 
tion; if  a physician’s  color  is 
up,  they  have  to  give  a urine 
sample  that  day. 

“The  drug  testing  has 
been  very  effective  for  us,”  Dr.  Martindale  said.  “We 
screen  for  all  drugs,  and  if  we  see  a pattern,  we  call  the 
physician  and  talk  to  him.” 

Dr.  Martindale  sees  the  foundation  as  positive  for 
everyone.  From  an  economic  angle  it  puts  some 
“high-dollar”  physicians,  such  as  cardiologists, 
orthopedic  surgeons  and  neurosurgeons,  back  to 
work.  And  getting  these  physicians  back  into  their 
communities  means  more  patients  are  getting  better 
care,  he  said. 

“Unless  you’ve  been  close  to  it,  you  don’t  realize 
the  impact  of  what  happens  to  these  physicians,”  Dr. 
Martindale  said.  “For  a long  time,  this  program  was  a 
real  sale.  We  had  to  convince  people,  including  other 
physicians,  that  this  was  a worthwhile  program.  We 
were  losing  doctors,  and  we  just  couldn’t  let  it  go  on.” 
The  program  not  only  provides  proper  treatment  for 
physicians,  but  it  helps  them  get  back  to  work  and  helps 


"These  are  stories  like  mine  — people  who 
were  on  the  bottom,  but  are  now  back  in 
the  community.  But  substance  abuse  is  like 
an  elevator  - you  can  get  off  any  floor  you 
want.  We  used  to  think  you  had  to  go  all 
the  way  to  the  bottom  before  getting  off.” 
- Dr.  Joe  Martindale 
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hospitals  get  the  doctors  back  on  staff. 

“Used  to,  at  the  hospitals,  if  there  was  a ‘bad’  doctor, 
he  was  ignored  in  hopes  he  would  go  away,”  Dr. 
Martindale  said.  “If  they  did  confront  the  problem,  the 
doctor  wasn’t  welcomed  back.  Now  the  hospitals  trust 
what  we  do.  We’ve  convinced  them  that  we  keep  a 
handle  on  these  doctors.” 

Hitting  Rock  Bottom 

Often  a community  will  ignore  problems  with  a 
beloved  physician,  as  in  the  case  of  Dr.  Martindale. 

“My  community  almost  loved  me  to  death,”  said  Dr. 
Martindale,  who  also  serves  on  the  Benton  School 
District  School  Board.  “No  one  said  anything  about  my 
drinking  problem.  They  became  enablers  by  not  facing 
me  with  it.” 

Colleagues  can  be  enablers,  too. 

“It’s  been  the  good  ol’  boy  network,”  Dr. 

Martindale  said.  “We  enabled  our  colleagues  to 
continue  rather  than  getting  them  help.  But  when  it 
got  too  bad,  we  cast  them  away,  taking  their  license. 
That’s  why,  as  a group,  we  really  try  to  educate  the 
medical  community.  We  say,  ‘This  is  abnormal  behav- 
ior, so  let’s  confront  it  together.’  ” Dr.  Martindale 
crashed  in  1978,  entering  a residential  treatment 
program  in  Little  Rock  soon  after. 


“I  was  working  every  day,  drinking  at  night  and  taking 
pills  during  the  day,”  he  said.  “Sooner  or  later,  it  gets  to 
you.” 

He  got  involved  in  a 12-step  program  for  alcoholics, 
and  he  and  his  wife  still  attend  support  group  meetings 
with  other  physicians  and  their  spouses. 

“After  my  inpatient  treatment  it  was  time  to  go  back 
to  work,  but  no  one  was  there  to  help  me,”  he  said.  “I 
just  didn’t  know  if  I could  function  as  a physician  again. 
It  was  scary  to  go  in  front  of  my  peers  and  talk  all  this 
through  with  them.  That’s  when  I decided  doctors 
needed  an  advocate.” 

For  Dr.  Martindale  the  nightmare  ended.  He  started 
the  recovery  process,  began  working  in  the  ER  at  Saline 
Memorial  Hospital  and  joined  a stable  Benton  practice. 
But  for  many  without  help,  there’s  not  much  hope  of 
getting  back  to  where  they  were. 

That’s  why  the  foundation  has  had  so  many  success 
stories  — because  there  was  an  advocate  there  for  the 
physician  who  could  help  pave  the  way  for  a fresh 
start. 

“These  are  stories  like  mine  — people  who  were  on 
the  bottom,  but  are  now  back  in  the  community,”  Dr. 
Martindale  said.  “But  substance  abuse  is  like  an  elevator  — 
you  can  get  off  any  floor  you  want.  We  used  to  think  you 
had  to  go  all  the  way  to  the  bottom  before  getting  off.”  ■ 


The  Top  50 

(Continued  From  Page  241) 
medical  students. 

23.  Operates  a physician  mentor  program 
for  medical  students. 

24.  Participates  in  the  policy-making  pro- 
cess of  the  AMA  through  our  three  delegates. 

25.  Funds  student  representatives  to  the 
AMS  and  AMA  House  of  Delegates. 

26.  Provides  free  membership  to  stu- 
dents, residents  and  new  practicing  phy- 
sicians. 

27.  Cosponsors  a one-day  job  fair  for  resi- 
dents at  the  University  of  Arkansas  for 
Medical  Sciences. 

28.  Provides  a physician  referral  service 
to  the  public. 

29.  M aintains  a Web  page, 
www.arkmed.org. 

30.  Conducts  an  annual  meeting,  which 
consists  of  educational  programs  and  busi- 
ness meetings. 

31 . Invites  medical  specialty  organiza- 
tions to  participate  in  annual  meeting. 

32.  Conducts  a biannual  meeting  of  the 
House  of  Delegates  to  discuss  legislative 
proposals. 

33.  Created  Arkansas  Health  Care  Ac- 


cess Foundation  to  provide  free  health 
care  to  indigent. 

34.  Created  Arkansas  Medical  Founda- 
tion to  assist  impaired  physicians. 

35.  Created  Medical  Education  Founda- 
tion for  Arkansas  to  raise  funds  for  educa- 
tion. 

36.  Provides  management  services  for 
medical  specialties. 

37.  Sponsors  a political  action  commit- 
tee to  contribute  to  state  and  federal  can- 
didates. 

38.  Operates  an  accreditation  program  for 
intrastate  sponsors  of  CME  (only  accred- 
ited sponsors  can  offer  Category  1 credit). 

39.  Provides  an  annual  conference  for  in- 
state sponsors  of  CME. 

40.  Meets  frequently  with  other  state 
medical  societies  and  AMA  regarding  is- 
sues and  services. 

41 . Provides  information  and  advice  for 
members,  office  staff  and  the  public  on  a 
broad  range  of  topics  including  medical 
records,  insurance,  managed  care,  practice 
management,  dismissing  patients  and  clos- 
ing a practice. 

42.  AMS  staff  and  leadership  attend 
county  medical  society  and  specialty  so- 


ciety meetings  upon  request. 

43.  Provides  a peer  review  service  for 
Medicaid. 

44.  Nominates  member  physicians  for  po- 
sitions on  the  Arkansas  State  Medical 
Board,  State  Board  of  Health,  Medical 
Care  Advisory  Committee  (Medicare), 
Governors  Medicaid  Advisory  Commit- 
tee and  other  Boards  and  Commissions. 

45.  Bills  and  collects  membership  dues 
for  county  medical  societies  and  the 
AMA. 

46.  Provides  county  medical  societies 
with  the  names  and  addresses  of  physi- 
cians joining  AMS  directly  so  they  may 
contact  them  about  county  membership. 

47.  Maintains  knowledgeable  legal  coun- 
sel on  retainer  as  a source  of  advice  for 
physicians,  their  offices  and  the  society. 

48.  Responds  to  and  adjudicates  com- 
plaints from  patients  against  member  phy- 
sicians. 

49.  Provides  meeting  space  for  medical 
specialty  society  committee  and  board 
meetings. 

50.  Helps  members  and  clinics  resolve 
claim  and/or  policy  disputes  with  Medic- 
aid. ■ 
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Wanna  Jet  paid? 

Get  ready. 


Plain  talk  about  a simple  problem:  being  sure  you’ll  be  paid 
for  your  Medicare  claims  after  January  1,  2000.  Medicare 
is  ready  for  Y2K.  Are  you?  We  know  you’ll  still  be  treating 
patients  as  always:  Y2K  won’t  change  that.  But  you  should 
test  your  billing  systems  with  Medicare  and  other  payers. 
You  should  prepare  for  any  and  all  contingencies.  We’re 
ready  to  pay  you — but  you  have  to  do  your  part,  too. 
Questions?  Call  us. 

For  information  and  Y2K  resources,  call  1-800-958-4232  or 

visit  www.hcfa.gov/y2k 


Medicare  is  Y2K  ready.  Are  you? 
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By  Patricia  May 


Meet  Our  Members 

Charles  Lane  Jr.,  MD 


Dr.  Charles  Lane  Jr.’s  dreams  of  retirement  were  not 
unlike  those  of  many  people:  days  of  leisure,  travel  and 
time  with  his  family. 

That’s  what  Dr.  Lane,  a Fort  Smith  otolaryngologist 
who  retired  in  1986  after  36  years  in  private  practice,  and 
his  wife,  Evelyn,  did. 

But  Evelyn’s  sudden  death  in  1993  changed  all  that. 
Dr.  Lane  admits  he  struggled  for  a time,  not  quite  sure 
what  to  do  with  himself.  The  answer  came  through  an 
invitation  to  attend  a meeting  of  World  Medical  Mission 
in  Asheville,  N.C.  Once  there,  Dr.  Lane  was  certain  he 
had  found  a new  calling. 

Since  then,  he’s  made  three  trips  to  Papua  New 
Guinea,  using  his  medical  skills  and  sharing  his  religious 
beliefs,  and  he  celebrated  his  80th  birthday  there  last  May. 
God  willing,  he’s  planning  a fourth  trip  to  the  hospital  in 
2000. 

For  his  efforts,  Dr.  Lane  recently  was  awarded  the  1999 
Award  for  Excellence  in  Medical  Missions  by  the 
Samaritan’s  Purse,  the  arm  of  the  World  Medical  Mission 
that  helps  temporarily  place  physicians  such  as  Dr.  Lane. 

The  award,  known  among  mission  doctors  as  the  “Foot- 
steps Award”  (the  full  title  is  “In  the  Footsteps  of  the 
Great  Physician”)  is  given  to  a missionary  doc- 
tor whose  “example  of  humility,  compas- 
sion and  commitment  to  the  Gospel  has 
demonstrated  to  patients,  colleagues, 
community  and  family  members  the  love 
of  God  in  Jesus  Christ.” 

Papua  New  Guinea  is  a long  way  from 
Hattiesburg,  Miss.,  where  Dr.  Lane  grew 
up.  He  graduated  from  Tulane  University 
School  of  Medicine  and  completed  his  resi- 
dency at  the  Massachusetts  Eye  and  Ear  In- 
firmary in  Boston.  He  thought  he’d  set  up 
practice  in  Houston. 

His  good  friend,  Dr.  Everett  Moulton  Jr., 
returned  to  his  native  Fort  Smith  to  join  his 
father’s  practice.  Moulton  Jr.  was  an  ophthal- 
mologist; his  father  was  an  eye,  ear,  nose  and 
throat  specialist.  The  elder  Moulton  decided 
to  give  up  the  ear,  nose  and  throat  portion  of 
his  practice,  and  the  physicians  invited  Dr.  Lane 
to  join  them. 

“I  flew  down  and  spent  a couple  of  days  [in  the 
area],”  Dr.  Lane  recalls.  “I  was  convinced  Fort 
Smith  was  for  me.” 

Dr.  Lane  opened  his  practice  in  January  1950, 
but  eventually  it  became  clear  there  was  no  ad- 


vantage to  combining  the  two  specialities.  The  practices 
separated  and  Dr.  Lane  and  Dr.  Tom  Raymond,  also  an 
otolaryngologist,  moved  to  a new  location. 

The  Western  Arkansas  Ear  Nose  and  Throat  Clinic, 
as  it  was  known,  eventually  grew  to  become  a four-physi- 
cian practice,  Dr.  Lane  says.  Now  it’s  part  of  the  Cooper 
Clinic  in  Fort  Smith. 

When  he  retired  in  1986,  Dr.  Lane  did  a couple  of 
missionary  tours  with  the  Southern  Baptist  Foreign  Mis- 
sion Board.  He  spent  a month  in  India  in  1987  and  went 
to  St.  Vincent  Island  in  the  southern  Caribbean  in  1989. 

“Mrs.  Lane  and  I thought  it  would  wind  up  my  mis- 
sion work,”  he  says.  “What  we  were  planning  to  do  was 
some  traveling  and  spending  some  time  with  our 
grandkids.” 

In  August  1993,  Evelyn  Lane  was  diagnosed  with  lym- 
phoma; she  died  four  months  later. 

“After  that,  God  really  took  hold  of  me,”  Dr.  Lane  says. 
“I  felt  a growing  awareness  that  the  Lord  wanted  me  to  get 
back  into  mission  work.” 

Dr.  Lane  is  planning  a fourth 
trip  to  Papua  New  Guinea 
in  2000. 
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Samaritan’s  Purse  is  a nondenomi- 
national  Christian  evangelical  group.  It’s 
part  of  a larger  foundation,  one  headed 
by  Franklin  Graham,  son  of  evangelist 
Billy  Graham.  Samaritan’s  Purse  helps 
place  physicians  where  they’re  needed, 
says  spokesman  Tom  Layton. 

Physicians  usually  are  practicing 
and  cannot  become  full-time  mission- 
aries, Layton  says.  The  doctors  pay  their 
expenses,  hut  Samaritan’s  Purse  helps 
streamline  travel  arrangements,  which 
can  he  complicated. 

When  he  was  invited  to  go  to  Papua 
New  Guinea,  Dr.  Lane  says  he  wasn’t 
quite  sure  where  it  was.  (It’s  north  of 
Australia.)  He  still  hasn’t  managed  to 
master  the  language,  Pok  Pisin,  which 
has  about  75  dialects,  but  the  hospital 
provides  him  with  a staff  member  who 
interprets.  As  for  witnessing  his  faith, 
Dr.  Lane  has  become  good  friends  with 
the  hospital  chaplain  and  often  makes 
rounds  with  him. 

A typical  day  at  the  Kudjip 
Nazarene  Mission  Hospital  for  Dr.  Lane 
includes  seeing  about  30  patients.  That 


is,  unless  it’s  Wednesday,  when  the 
hospital’s  only  operating  room  is  re- 
served for  Dr.  Lane,  who  may  do  up  to 
four  procedures. 

The  hospital  is  modern  and  quite 
nice,  Dr.  Lane  says,  hut  there  are  no 
other  specialists.  In  his  field  of  otolaryn- 
gology, that’s  a problem  because  post- 
operative care  is  critical  to  many  pa- 
tients. 

For  that  reason,  Dr.  Lane  has  be- 
come a missionary  of  another  kind:  He’s 
trying  to  find  other  otolaryngologists 
willing  to  serve  a few  weeks  at  Kudjip. 
He’s  become  a member  of  the  Chris- 
tian Society  of  Otolaryngology  and  has 
found  at  least  one  doctor  who  may 
travel  to  Papua  New  Guinea  in  2000. 
Dr.  Lane  has  delayed  scheduling  his 
own  trip  so  it  doesn’t  overlap  with  his 
colleague’s. 

Samaritan’s  Purse  placed  228 
medical  personnel  — 1 65  of  them  doc- 
tors; most  of  the  rest  were  dentists  — 
in  more  than  two  dozen  countries  in 
1998.  Layton  says  the  missionaries  of- 
ten combine  their  work  with 


sightseeing  or  other  travel  experiences. 

Dr.  Lane,  however,  says  he  hasn’t 
had  time  for  that.  He  prefers  to  spend 
his  time  abroad  using  his  skills. 

The  physicians  usually  file  half- 
page  reports  with  Samaritan’s  Purse 
after  they  return,  Layton  says.  Dr.  Lane, 
however,  filed  a 13 -page  detailed  re- 
port after  his  last  trip. 

The  living  conditions  are  at  least 
slightly  primitive.  Potable  water,  for 
instance,  comes  from  rainwater  that  is 
collected  from  the  buildings.  It  must 
be  either  boiled  or  chemically  treated. 

Still,  Dr.  Lane  says  he  has  managed 
to  escape  any  stomach  upset.  He  tries 
to  stick  to  a daily  exercise  program  of 
sit-ups  and  calisthenics. 

Dr.  Lane  says  he’s  willing  and  ea- 
ger to  talk  to  physicians  who  might  be 
interested  in  participating  in  the 
Samaritan’s  Purse  program. 

“It’s  been  a great  experience  for 
me,”  Dr.  Lane  says.  “If  I hadn’t  gotten 
into  this,  I don’t  know  what  I would 
have  done.  It’s  given  me  motivation, 
and  Pm  hoping  to  stay  with  it.”  ■ 


Fbr  the  Investments  of  your  Life... 
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Pledging  commitment  is  one  of  the  most  important 
things  that  human  beings  can  do  for  one  another. 

It  means  I'll  do  only  my  best  for  you.  I'll  fight  for  your 
rights.  I'll  be  therefor  you.  At  Snell  Laboratory  we 


make  that  type  of  commitment  to  each  of  our  patients. 
We  dedicate  ourselves  to  making  them  as  comfortable 
and  as  mobile  as  possible.  We  give  them  back  as  much 
of  their  former  life  as  we  can. 


A Match  Made  In  Heaven. 


Our  computer-aided  design  and  manufacture 
(CAD/CAM)  system  makes  so  much  more  possible  in 
creating  custom-fit  prostheses  than  ever  before.  And 
new  lightweight,  space  age  materials  mean  more  ^ 
for  our  patients  with  custom  orthoses. 

So  regardless  of  what  responsibilities  your 


patients  agree  to  in  life,  from  going  out  to  play  to 
attending  a special  occasion,  our  commitment 
to  comfort  never  waivers. 

Snell  Prosthetic  and  Orthotic  Laboratory  has 
been  in  business  since  1911.  We've  said  " I do"  to 
our  patients  since  day  one. 


Prosthetic  & Orthotic 
Laboratory 


THE  LATEST  IN  TECHNOLOGY.  THE  BEST  IN  CARE. 


Offices  located  in  Little  Rock,  Russellville,  Fort  Smith,  Mountain  Home,  Fayetteville,  Hot  Springs,  North  Little  Rock,  and  Jonesboro. 

Little  Rock  (501)  664-2624  • Statewide  Toll-free  1-800-342-5541 
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“Lessons  for  the  New  Millennium  From  the  Legacy  of  Country 
Doctors,"  perhaps  the  first  symposium  of  its  kind  honoring 
them,  was  held  in  Lincoln,  Ark.  Although  not  all-inclusive,  the 

lessons  can  guide  us  in 
Y2K.  Surely,  commitment, 
care,  conviction  and 
compassion,  hallmarks 
of  the  country  doctor,  are 
basic  concerns  of  any 
future  doctor-patient  re- 


A Legacy  of  the 
Country  Doctors 


Anthony  T.  De  Palma,  MD 

lationship.  Today’s  care 

is  qualified  as  “managed  care”  but  a lesson  for  the  new  millennium  is  “managed  with  care."  Other 
lessons  learned  include  the  importance  of  family,  education,  leadership  and  community  involvement. 


On  Friday,  May  14,  1999,  a memorable  mil- 
lennium medical  moment  celebrating  the 
Y2K  legacy  of  the  country  doctors  occurred 
in  Lincoln.  Physician  Emeritus  of  Washington  Re- 
gional Medical  Center  of  Fayetteville  met  at  the  Ar- 
kansas Country  Doctor  Museum.  The  museum, 
founded  in  1994  by  Dr.  Harold  Boyer,  of  Las  Vegas, 


is  one  of  two  country  doctor  museums  in  the  United 
States.  Dr.  Boyer  honored  his  dad,  Dr.  Herbert  Boyer, 
who  was  a country  doctor  in  Lincoln. 

The  museum’s  mission  is  eloquently  stated:  “The 
Arkansas  Country  Doctor  Museum  is  committed  to 
honoring,  preserving  and  educating  the  public  about 
the  history  and  heroism  of  the  country  doctor  in  Ar- 
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kansas,  the  unique  history  and  culture 
of  the  Ozark  area  and  the  history  of 
medical  theory  and  practice.”  It  is  in  this 
spirit  that  Dr.  Joe  B.  Hall  “organized  a 
special  event  for  his  colleagues  in  the 
Physician  Emeritus  group.”  The  out- 
come,  a symposium,  “Lessons  for  the 
New  Millennium  From  the  Legacy  of 
the  Country  Doctors,”  was  presented 
hy  Physician  Emeritus,  Washington 
Regional  Medical  Foundation  and  the 
Arkansas  Country  Doctor  Museum  at 
the  Lincoln  Community  Building. 

Drs.  Herbert  Boyer,  Edward  Forrest 
Ellis,  William  Hugh  Mock  and  PL. 
Hathcock  practiced  in  Washington 
County,  and  were  honored  at  this  his- 
toric event.  Dr.  Jack  Wood  spoke  of 
recollections  of  his  honored  dad,  Dr. 
Jesse  Wood  of  Ashley  County.  The 
honored  country  doctors  reflect  a 
common  concern  of  a noble,  medical 
profession:  commitment,  care,  convic- 
tion and  compassion  in  alleviating 
mankind’s  ills  and  sufferings.  Their 
dedication  to  patients  and  profession 
has  been  told  in  years  of  community 
service. 

Dr.  Herbert  Boyer  (Nov.  13, 1886- 
June  12,  1978)  practiced  for  more 
than  60  years. 

Dr.  Edward  Forrest  Ellis  (Aug.  18, 
1863- Aug.  7,  1957)  first  practiced  in 
Hindsville.  He  practiced  there  for  10 
years  and  in  1896  moved  to 
Springdale  where  he  practiced  until 
1904  when  he  moved  to  Fayetteville. 
He  practiced  there  until  the  time  of 
his  death. 

Dr.  William  Hugh  Mock  (July  24, 
1874-July  18,  1971)  practiced  a life- 
time in  Prairie  Grove. 

Dr.  P.L.  Hathcock  (Dec.  31, 1878- 
Aug.  27,  1969)  practiced  in  Harrison 
in  1901  and  moved  to  Lincoln  April 
10,  1902.  He  moved  to  Fayetteville 
in  1921  and  practiced  until  he  was  83 
years  old. 

Dr.  Jesse  Thomas  Wood  (Dec.  25, 
1878-Sept.  8,  1969)  practiced  in  his 
hometown  of  Fountain  Hill  about  10 
years  and  in  Crossett  for  about  10  years 
before  returning  to  Fountain  Hill  in 
1943  to  resume  practice  until  three 
years  before  his  death. 

Additional  “Lessons  for  the  New 


Millennium  From  the  Legacy  of  Coun- 
try Doctors”  are  related  in  the  follow- 
ing biographical  excerpts: 

The  Lincoln  Clinic  started  by  Dr. 
Lacy  Bean  in  1936  evolved  first  as  a ma- 
ternity clinic  and  later  an  emergency 
center.  Dr.  Bean  practiced  here  10  years. 
Dr.  Herbert  Boyer,  who  practiced  there 
until  the  early  1970s,  followed  him. 
Through  the  generosity  of  Dr.  Boyer’s 
son,  Dr.  Harold  Boyer,  a dermatologist, 
his  Las  Vegas  colleagues  and  others,  the 
Arkansas  Country  Doctor  Museum 
came  to  fruition.  Thus,  the  museum  es- 
tablishes continuity  with  the  past, 
which  is  so  important  to  the  future  of 
medical  practice. 


Long  before 
continuing  medical 
education  became 
mandatory,  the  country 
doctor  attended 
postgraduate  sessions 
at  metropolitan 
medical  meccas. 


Dr.  P.L.  Hathcock  followed  the  ad- 
vice of  his  physician  father,  Dr.  Alfred 
Monroe  Hathcock,  to  settle  in  a small 
town  and  “work  up.”  He  practiced  a short 
time  with  him  in  Harrison  (U.S.  Cen- 
sus 1 900  population  1,517)  after  gradu- 
ating from  Vanderbilt  University  Medi- 
cal School  in  1901 . As  previously  noted, 
he  opened  an  office  to  practice  in  Lin- 
coln (U.S.  Census  Star  township  [sic] 
population  728). 

Long  before  continuing  medical  edu- 
cation became  mandatory,  the  country 
doctor  attended  postgraduate  sessions  at 
metropolitan  medical  meccas.  They 
knew  the  value  of  education  for  them- 
selves, family  and  community.  Apropos 
of  medical  education  for  men  and 
women,  “Women  finally  were  accepted 
as  full  fledged  medical  practitioners  in 
the  nineteenth  and  twentieth  centuries, 
but  not  without  a struggle.”1 


Dr.  Ellis  faced  this  discriminatory 
medical  dilemma  when  a daughter  de- 
clared an  interest  in  becoming  a doctor. 

“Despite  his  love  of  medicine  he  did 
not  see  it  as  a proper  occupation  for 
women  and  absolutely  forbid  an  older 
daughter,  Martha,  to  enter  medical 
school.  However,  by  the  time  Dr.  Ruth 
was  ready  to  decide  on  a career,  the 
world  had  changed  and  he  encouraged 
her.”2  She  graduated  in  1933  from  The 
Women’s  Medical  College  of  Pennsyl- 
vania, formerly  The  Female  Medical 
College  of  Pennsylvania.  Legally  orga- 
nized in  1850,  the  medical  school  was 
the  first  one  approved  for  women  in  the 
world. 

Parallel  Lives 

Two  of  the  honored  country  doctors, 
P.L.  Hathcock  and  Jesse  Thomas  Wood, 
have  significantly  parallel  lives  reflect- 
ing the  important  legacy  of  family  and 
education.  Both  were  born  the  same 
year,  1878,  six  days  apart  and  were  raised 
in  small  towns.  Both  became  country 
doctors  and  each  had  two  sons  who  be- 
came physicians.  Dr.  P.L.  Hathcock’s 
sons,  Preston  Loyce  and  Alfred  Hiram, 
became  general  practitioners  with  their 
father  in  Fayetteville.  A son-in-law,  Dr. 
Ralph  E.  Weddington,  also  practiced 
with  them  at  the  Hathcock  Clinic.  In 
1957,  Dr.  Alfred  H.  Hathcock  moved 
to  Batesville,  his  wife  Mary  Louise 
Barnett  Hathcock’s  hometown,  to 
practice  medicine.  His  son,  Alfred 
Barnett,  was  an  orthopedic  surgeon 
specializing  in  hand  surgery  at  the 
Holt-Krock  Clinic  in  Fort  Smith.  Dr. 
Alfred  Barnett  Hathcock’s  son, 
Stephen,  “Sixth  Generation  M.D. 
Blends  Conventional  Medicine  with 
Alternative  Remedies,”3  practices  in 
Little  Rock. 

Dr.  Jesse  Thomas  Wood’s  sons, 
Julian  Deal  and  Jack  Augustus,  became 
general  practitioners  in  Seminole, 
Okla.  Jack  left  for  a general  surgery  resi- 
dency. Upon  completion  of  his  train- 
ing, he  joined  Dr.  J.  Warren  Murry  in 
Fayetteville.  Currently,  Dr.  Jack 
Wood’s  son,  Stephen  Thomas,  a third- 
generation  M.D.,  is  following  his 
father’s  footsteps  as  a general  surgeon 
in  Fayetteville.  Dr.  P.L.  Hathcock  and 
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Dr.  Jesse  Thomas  Wood  died  12  days 
apart  in  the  same  year,  1969. 

Educators  Among  Us 

Educational  and  leadership  threads 
were  woven  in  the  country  doctor’s 
legacy  to  us.  Among  those  contribut- 
ing to  their  profession  and  community 
were  Drs.  Ellis,  Mock  and  P.L. 
Hathcock.  Drs.  Ellis  and  Mock  were 
both  members  of  the  Arkansas  Board 
of  Medical  Examiners  and  presidents  of 
the  Arkansas  Medical  Society.  Drs.  Ellis, 
Mock  and  P.L.  Hathcock  were  active 
on  school  hoards.  Dr.  Ellis  served  15 
years  on  Fayetteville’s  school  board  and 
four  years  as  chairman.  Dr.  Mock  was 
president  of  the  school  board  that  built 
the  first  important  school  structure  in 
the  Prairie  Grove  district.  Dr.  P.  L. 
Hathcock,  at  18,  was  superintendent 
and  taught  at  the  Silver  Rock  school 
he  attended  as  a child.  When  Dr.  P.L. 
Hathcock  practiced  in  Lincoln,  he  was 
a member  of  the  county  school  board. 

The  venerable  country  doctor  is  re- 
membered as  having  a one-on-one  re- 
lationship with  patients.  However,  he 
was  also  interested  in  community 
health  and  welfare.  Dr.  Harvey  Doak 
Wood  (Jan.  8,  1847-May  13,  1938)  or- 
ganized the  Washington  County 
Health  Office  in  1913  and  was  public 
health  officer  in  1913-1917.  The  im- 
portance of  public  health  can  be  appre- 
ciated in  a statement  he  made. 

“May  I mention  but  one  instance  of 
the  progress  in  medical  practice  in  the 
62  years  that  has  given  more  comfort 
and  a higher  appreciation  of  the  great- 
est of  all  professions  is  the  perfection  of 
a diphtheria  antitoxin  that  has  saved  the 
lives  of  millions  of  human  beings.”4 

Incidentally,  Dr.  Wood  was  the  50th 
president  of  the  Arkansas  Medical  So- 
ciety; his  patents  included  the  Wood 
splint,  a modification  of  the  Hodgen 
splint  with  myodermic  traction;  and  he 
coined  more  medical  words  than  any- 
one else  in  his  time.  Dr.  P.L.  Hathcock 
also  served  as  Washington  County 
health  officer  for  several  years.  With 
respect  and  deference  to  Dr.  P.L. 
Hathcock,  who  did  not  like  his  initials 
spelled  out,  this  author  has  refrained 
from  doing  so. 

Fayetteville  Ordinance  181  estab- 


lished a city  board  of  health  in  1906. 
Dr.  Andrew  S.  Gregg  (1857-1938),  a 
country  doctor  and  two  term  city  alder- 
man, was  a two-term  city  health  officer 
at  the  time  of  his  death.  He  also  served 
on  the  Arkansas  State  Board  of  Health. 
Because  of  a national  emergency  in  1944 
and  being  without  a health  officer,  Or- 
dinance 877  was  passed  and  approved 
April  3,  1944,  designating  the  mayor  as 
health  officer.  Ordinance  881,  recreat- 
ing the  separate  office  of  city  health  of- 
ficer and  repealing  Ordinance  877,  was 
passed  Aug.  21,  1944-  The  importance 
of  a public  health  officer  at  the  city  and/ 
or  county  jurisdictional  level  cannot  be 
underestimated.  “Continued  economic 
and  population  growth  in  Northwest  Ar- 
kansas is  related  to  the  pattern  and  stan- 
dards of  existing  public  health  practice.”’ 
“Lessons  for  the  New  Millennium 
From  the  Legacy  of  Country  Doctors” 
fortunately  have  been  recorded  in  lit- 
erature, painting,  poetry,  radio  and  TV. 
Examples  are:  “Horse  and  Buggy  Doc- 
tor,” a historical  account  of  the  times, 
author  Arthur  E.  Hertzler,  M.D. 
(1870-1946),  is  the  embodiment  of  a 
country  doctor’s  life.  The  story  was  writ- 
ten in  1938.  Milburn  Stone,  an  actor 
who  portrayed  Doc  Adams  in  the  TV 
show  “Gunsmoke,”  was  asked  to  write 
the  preface  to  the  edition  commemo- 
rating the  author’s  1 00th  birthday: 

“...  For  I feel  certain  that  Dr. 
Hertzler  was  invited  into  heaven, 
where  he  can  spend  his  time  watch- 
ing baseball  games  and  sharpening  his 
championship  skill  with  a target  pis- 
tol. Yet,  he  may  have  been  offered  an 
option.  Perhaps,  having  conquered 
Kansas  winters,  he  may  have  chal- 
lenged hell.  Possibly  he  is  riding  around 
that  region  in  a battered  old  buggy 
drawn  by  an  unpredictable  horse, 
soothing  the  fevered  inhabitants  and 
calling  the  attention  of  Satan  and  his 
staff  to  the  stupidity  of  attempting  to 
standardize  everything.”6 

Sir  Samuel  Luke  Fildes’  (1844- 
1927)  painting,  “The  Doctor,”  exhib- 
ited in  1891  depicts  a doctor  seated 
near  a sick  child  lying  across  two  chairs 
at  home.  He  is  attentively  observing 
her  while  the  parents  look  on.  “The 
Doctor”  also  captures  a “house  call” 
scene,  which  ultimately  blossomed  as 


a “home  health  care”  perennial. 

“The  Healer,”  a poem  by  John 
Greenleaf  Whittier  (1807-1892)  to  a 
young  physician,  with  Dore’s  picture  of 
Christ  healing  the  sick,  elicits  a com- 
ment from  Sir  William  Osier  (1849- 
1919):  “A  well-trained  sensible  family 
doctor  is  one  of  the  most  valuable  assets 
of  a community,  worth  to-day,  as  in 
Homer’s  time,  many  another  man.  ...”  7 
“Few  men,  live  lives  of  more  devoted  self- 
sacrifice  than  the  family  physician.”8 
“Dr.  Christian,”  airing  1937-1953, 
was  the  first  radio  medical  soap  later 
adapted  to  TV.  Actor  Jean  Hersholt 
(1886-1956)  played  Dr.  Christian,  a 
humanitarian.  “The  good  doctor  was 
aided  by  his  loyal  nurse,  Judy  Price 
(Rosemary  De  Camp),  who  opened 
each  show  by  picking  up  her  phone  with 
a perky,  ‘Dr.  Christian’s  office!’  ”6 

Summary 

Succinctly,  lessons  for  the  new  mil- 
lennium from  the  country  doctors  are 
embodied  in  their  spirit.  ■ 
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ton  Regional  Medical  Center  are  physicians 
who  practiced  between  1 900-1950,  before 
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CARDIOLOGY 


The  Waves  of  the  Electrocardiogram: 
Part  3:  The  ST  Segment 

Hani  A.  Razek,  MD  — Joe  K.  Bissett,  MD  — J.  David  Talley,  MD 


This  is  the  third  article  in  a series  of 
discussions  reviewing  the  principle  fea - 
tures  involved  in  interpreting  electrocar- 
diograms (ECGs).  In  this  article  we  will 
discuss  the  ST  segment  arid  its  deviation 
in  acute  myocardial  injury. 

Patient  Presentation 

A 59-year-old  female  with  long- 
standing  systemic  arterial  hyperten- 
sion  presented  to  the  emergency  de- 
partment with  a sudden  onset  of  sub- 
sternal  chest  pain  radiating  to  her  left 
arm  associated  with  dyspnea,  palpita- 
tions, lightheadedness  and  diaphore- 
sis occurring  two  hours  prior  to  arrival 
(see  Complete  Problem  List,  Table  1 ). 
The  patient  was  in  moderate  distress 
with  persistent  chest  discomfort.  The 
physical  examination  was  unremark- 
able. The  ECG  (Fig.  1)  showed  sinus 
rhythm  with  inferior  ST  segment  el- 
evation and  anterolateral  ST  segment 
depression  consistent  with  an  acute 
inferior  wall  myocardial  injury  with 
anterolateral  ischemic  changes.  The 
patient  underwent  cardiac  catheteriza- 
tion, which  revealed  a subtotal  oc- 
cluded right  coronary  artery  with  fill- 
ing defect  consistent  with  thrombus 
formation  and  a 80%  distal  occluded 
left  anterior  descending  artery.  Percu- 
taneous coronary  intervention  was 
successfully  performed  to  both  le- 


sions. The  patient  was  discharged 
in  stable  condition. 

Discussion 

The  ST  segment  lies  between 
the  final  deflection  of  the  QRS 
complex  regardless  of  whether  the 
final  wave  is  an  R or  S wave  and 
the  beginning  of  the  T wave.  The 
ST  segment  represents  the  early 
phase  of  repolarization  of  the  heart, 
which  is  the  interval  between  the 
end  of  ventricular  activation  and 
the  beginning  of  ventricular  recov- 
ery. The  ST  segment  is  normally 


isoelectric;  this  can  be  explained  by 
the  long  plateau  phase  seen  in  repo- 
larization  of  the  ventricular  cells, 
which  is  maintained  by  the  slow  cal- 
cium current.  This  creates  a period 
during  repolarization  when  most  ven- 
tricular cells  have  approximately  the 
same  potential  thus  no  current  is  gen- 
erated. The  point  where  the  QRS 
complex  ends  and  the  ST  segment 
begins  is  the  J point.  The  length  of 
the  ST  segment  is  influenced  by  fac- 
tors that  alter  the  duration  of  ven- 
tricular activation. 

The  first  section  of  the  ST  seg- 


Table  1 . Complete  Problem  List 

1 . Systemic  arterial  hypertension 

2.  Coronary  artery  disease 

Etiology:  Atherosclerosis 

Anatomy:  A.  Cardiac  catheterization  ->  100%  right  coronary  ar- 
tery, 80%  left  anterior  descending 
B.  Percutaneous  coronary  intervention  ->  successful  to 
the  right  coronary  artery  and  left  anterior  descending 

Physiology:  Presentation  with  acute  inferior  myocardial  infarction 

Objective:  Moderately  compromised 

Subjective:  Mildly  compromised 
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ment  is  normally  located  at  the  same 
horizontal  level  as  the  baseline  formed 
by  the  PR  segment.  Slight  elevation 
above  the  baseline  as  much  as  1 mm 
in  leads  I,  II  and  III  and  as  much  as  2 
mm  in  the  precordial  leads  and  slight 
ST  segment  depression  less  than  0.5 
mm  in  any  lead  are  considered  nor- 
mal variant.  Early  ventricular  repolar- 
ization that  occasionally  occur  in 
young  males  can  cause  ST  segment  el- 
evation as  much  as  1 mm  in  the  di- 
rection of  the  following  T wave.  ST 
segment  also  may  be  altered  during 
exercise  or  with  altered  sequence  of 
activation  of  the  ventricular  myocar- 
dium. 

Repolarization  abnormalities  are 
grouped  into  two  general  categories. 
First  are  the  nonspecific  ST  changes, 
which  include  slight  ST  segment  de- 
viations that  are  considered  normal 
variants  hut  must  always  he  inter- 
preted in  clinical  context.  Second  are 
the  ST  segment  changes  that  are  rela- 
tively specific  for  an  underlying 
cause.  Examples  of  these  are  hy- 
pokalemia effect,  digitalis  effect,  left 
ventricular  hypertrophy,  acute  pul- 
monary infarction,  acute  pericardi- 
tis and  myocardial  ischemia.  Unex- 
plained ST  segment  elevation  has 
been  found  in  cases  of  acute  chole- 
cystitis, acute  pancreatitis  and  bac- 
terial shock.4 

ST  segment  elevation  is  one  of 
the  earliest  ECG  signs  of  myocardial 
injury.  It  may  be  associated  with  or 
preceded  by  tall  hyperacute  T waves. 
Ischemic  damage  to  the  myocardium 
alters  the  sequence  of  ventricular  ac- 
tivation and  affects  repolarization  pro- 
cess of  the  heart,  thus  altering  the 
electrical  field  of  the  heart  and  result- 
ing in  changes  in  the  recorded  elec- 
trical potential  at  various  surface  sites. 

Injury  creates  a change  in  mem- 
brane integrity  resulting  in  a change 
in  membrane  permeability  to  the  flow 
of  ions.  The  resting  muscle  during 
electrical  diastole  is  relatively  nega- 
tive to  the  adjacent  uninjured  muscle, 
thus  a flow  of  ions  occurs  between  the 
injured  and  normal  area  and  is  called 
the  injury  current.  The  electric  cur- 
rent flows  away  from  the  electrode, 
thus  the  ECG  baseline  is  shifted 


Fig.  1 The  electrocardiogram  shows  sinus  rhythm  with  significant  inferior  ST  segment  el- 
evation and  anterolateral  ST  segment  depression  consistent  with  an  acute  inferior  wall 
myocardial  injury  with  anterolateral  ischemic  changes. 


downwards  and  is  called  injury  deflec- 
tion.1 

During  electrical  systole  when 
the  uninjured  side  of  the  injured 
muscle  strip  is  stimulated  and  depo- 
larization begins,  an  upward  deflec- 
tion is  initially  recorded  represent- 
ing the  beginning  of  the  QRS  com- 
plex. When  the  stimulation  reaches 
the  negatively  charged  injured  zone, 
no  current  flows  and  the  deflection 
drops  and  rests  on  the  original 
baseline  forming  the  elevated  ST  seg- 
ment. With  initiation  of  repolariza- 
tion,  the  tracing  again  drops  to  the 
injury  deflection  baseline.  When  the 
electrode  is  placed  directly  over  the 
injured  muscle,  an  elevated  ST  seg- 
ment is  recorded.  When  the  elec- 
trode is  separated  from  the  injured 
muscle  by  uninjured  muscle  as  in  sub- 
endocardial injury,  a depressed  ST 
segment  is  recorded.2 

Rapid  decrease  of  ST  segment  el- 
evation during  an  acute  myocardial 
infarction  is  a predictor  of  coronary 
reperfusion,  where  as  recurrence  of  ST 
segment  elevation  suggests 
reocclusion.3  Patients  with  acute  is- 
chemic syndromes  who  have  a nor- 
mal electrocardiogram  have  a greater 
survival  rate  (94%)  than  that  of  pa- 
tients with  greater  than  0.5 -mm  ST 
segment  depression  (70%).  Thus,  ST 
segment  depression  is  an  indepen- 
dent predictor  of  mortality  in  pa- 


tients with  acute  ischemic  syn- 
dromes." ■ 
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An  82-year-old  Caucasian  female  with  cryptogenic  cir- 
rhosis  and  colon  carcinoma  (in  remission)  fell  in  May  1999 
breaking  her  wrist  and  developing  severe  hack  pain  that  did 
not  resolve  with  bedrest  and  RO.  narcotic  analgesia.  She  ex- 
perienced progressive  limitation  of  activity  due  to  her  back 
pain  over  several  weeks.  The  pain  was  midline  lumbar  and 
exacerbated  by  all  movement.  No  radiation  to  buttocks  or 
lower  extremities  was  described.  Local  tenderness  to  percus- 
sion over  L2  and  L4  was  present  at  physical  exam. 

Plain  films  of  the  lumbar  spine  in  June  1999  showed  com- 
pression fractures  at  L2  and  L4  (Figure  la),  which  were  sub- 
sequently confirmed  at  CT  scan.  No  evidence  of  underlying 
destructive  or  inflammatory  process  was  found. 

On  Aug.  3,  1999,  the  patient  underwent  percutaneous 
polymethylmethacrylate  vertebroplasty  at  the  L2  and  L4  lev- 
els. The  procedure  was  technically  successful  at  both  levels 


with  adequate  filling  of  the  vertebral  bodies  (Figure  lb).  A 
small  amount  of  epidural  extravasation  was  noted  at  the  L4 
level  which  did  not  result  in  symptoms.  The  patient  was  ob- 
served in  the  hospital  overnight  and  discharged  the  following 
day  with  significant  relief  of  her  back  pain.  Over  the  next 
several  days  she  increased  her  activity  to  the  premorbid  level 
and  discontinued  use  of  all  pain  medications. 

She  remains  pain  free  in  the  lumbar  region  four  weeks 
after  the  procedure.  She  has  discontinued  all  narcotic  analge- 
sia and  is  enjoying  a normal  activity  level. 

Percutaneous  polymethylmethacrylate  vertebroplasty  was 
developed  in  the  late  ’80s  in  France  by  Dr.  Jacques  Deramond 
primarily  for  use  in  malignant  fractures  of  the  spine.  The 
dramatic  effect  on  pain  reduction  in  these  patients  led  to  its 
use  in  painful  osteoporotic  fractures.  Drs.  Jensen  and  Dion 
at  the  University  of  Virginia  introduced  the  procedure  in 


Figure  la:  Lateral  pre-operative  view  of  the  L2  level  showing  greater  Figure  1 b:  Lateral  post-operative  view.  Adequate  filling  of  the  marrow 
than  50%  collapse  anteriorly.  Sclerosis  may  indicate  early  healing,  space  with  cement.  Note  filling  of  the  needle  track  posteriorly  (ar- 
though  patient’s  pain  was  still  severe.  rows). 
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Figure  2:  A-P  and  lateral  views  showing  needle  in  place  at  the  L4  Note  “cloud-like”  expansion  of  cement  around  needle  tip  during 
level  of  a patient  with  severe  pain  related  to  metastatic  disease.  injection. 


the  United  States  in  1992.  Their  initial  experience  with 
osteoporotic  compression  fractures  was  reported  in  1997, 
and  the  procedure  has  since  experienced  rapid  growth  in 
the  United  States.  Reported  results  from  multiple  centers 
continue  to  be  excellent  (80%  to  90%  success  in  signifi- 
cantly reducing  pain,  no  major  complications)  as  new  pro- 
grams have  developed. 

The  procedure  is  performed  by  guiding  a bone  marrow 
trocar  or  biopsy  needle  into  the  affected  vertebral  body  (Fig- 
ure 2)  via  a trans-pedicular  approach  and  injecting  specially 
formulated  polymethylmethacrylate  (orthopedic  cement)  into 
the  vertebral  body  thus  stabilizing  the  fracture.  There  also 
may  be  a physical  or  toxic  effect  on  local  nerves  that  contrib- 
utes to  pain  relief,  which  is  usually  immediate  and  dramatic. 
Conscious  IV  sedation  is  adequate  for  most  cases,  and  it  can 
be  done  as  an  outpatient  procedure.  The  patient  may  return 
to  normal  activities  the  next  day. 

Serious  complications  are  rare;  none  has  been  reported  by 
properly  trained  individuals  in  the  United  States.  Jensen’s  origi- 
nal article  reports  two  rib  fractures  associated  with  the  prone 
position  required  for  the  procedure.  Venous  intravasation  of 
injected  Polymethyl-methacrylate  and  small  extravasations  into 
disc  space  or  epidural  space  are  clinically  inconsequential  so 
long  as  large  accumulations  are  avoided.  Pulmonary  emboliza- 
tion of  polymethylmethacrylate  related  to  vertebroplasty  has 
been  reported  in  one  case  with  no  adverse  consequences  to 
the  involved  patient.  Infection  has  not  occurred  in  the  United 
States,  but  the  French  have  had  a small  number  of  cases  that 
responded  to  IV  antibiotic  therapy  and  did  not  require  surgi- 
cal intervention. 

Approximately  15%  to  20%  of  patients  experience  the 
occurrence  of  new  fractures  at  new  levels  after  successful  treat- 
ment (“bounce  back”  fractures).  The  new  fractures  can  be 
treated  with  vertebroplasty  and  similar  results  may  be  ex- 
pected. It  has  been  suggested  that  the  procedure  may  predis- 
pose to  the  new  fractures,  but  it  seems  more  likely  that  the 
underlying  osteoporosis  remains  the  primary  risk  factor,  and 
it  has  been  shown  that  patients  who  suffer  an  initial  verte- 
bral compression  fracture  are  at  increased  risk  for  develop- 
ment of  new  compression  fractures  in  the  absence  of 


vertebroplasty.  It  seems  reasonable  to  state  that  vertebroplasty 
only  results  in  new  fractures  to  the  extent  that  it  relieves  pain 
and  returns  the  patients  to  normal  activities. 

Osteoporosis  is  a common  affliction  in  our  aging  society, 
and  the  resulting  fractures  result  in  enormous  economic  and 
social  consequences.  Effective  treatments  are  being  developed, 
but  it  is  unlikely  that  these  therapies  will  solve  the  problem 
completely  or  in  the  near  future.  The  current  therapy  for 
vertebral  fractures  consisting  of  bedrest,  analgesics,  physical 
therapy,  medications  to  combat  osteoporosis  and  bracing 
leaves  much  to  be  desired.  Prolonged  bedrest  actually  pro- 
motes calcium  loss,  bone  resorption,  and  loss  of  muscle  mass 
and  may  actually  place  the  patient  at  higher  risk  for  subse- 
quent fractures.  Vertebroplasty  offers  a safe  and  rapidly  ef- 
fective method  for  stabilizing  vertebral  fractures,  reducing 
the  debilitating  pain  associated  with  them,  and  returning  the 
patients  to  premorbid  activity  levels.  It  is  recommended  as  an 
excellent  tool  for  patients  not  responding  to  conventional 
therapy.  ■ 
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Morbidity  and  Cost 
of  Vaccine-Preventable  Varicella 
in  Previously  Healthy  Children  in  Arkansas 


M any  physicians  have  not  recognized 
varicella  as  a serious  disease  and  are  not 
advocating  use  of  varicella  vaccine . This  ret- 
rospective study  describes  the  morbidity  and 
costs  incurred  by  previously  healthy  children 
hospitalized  at  Arkansas  Children’s  Hospi- 
tal due  to  complications  of  varicella  during 
a time  period  when  an  effective  vaccine  was 
approved  for  use.  Fifty -five  previously 
healthy  children  from  1 9 counties  in  Arkan- 
sas were  hospitalized  secortdary  to  compli- 


Melinda  H.  Markham,  MD 
Toni  Darville,  MD 

cations  of  varicella  in  the  three  years  follow- 
ing release  of  varicella  vaccine . Total  num- 
bers of  hospital  days  for  these  patients  were 
1 92  with  a cost  totaling  $252 ,084 . Increased 
efforts  are  needed  to  vaccinate  the  children  of 
Arkansas  against  varicella. 

Introduction 

Varicella  has  long  been  considered  a 
benign  childhood  disease  in  both  the 
community  and  in  the  medical  arena.  Yet 


complications  of  varicella,  sometimes  re- 
suiting  in  death,  have  been  described.  Va- 
ricella is  currently  the  leading  cause  of 
vaccine -preventable  deaths  in  the  United 
States.  Complications  of  varicella  can 
he  very  serious,  resulting  in  approximately 
10,000  hospitalizations  and  90-100 
deaths  per  year,  most  of  these  in  previ- 
ously healthy  children  and  adolescents.1 
In  March  1995,  the  Food  and  Drug  Ad- 
ministration approved  the  varicella  vac- 
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cine.  Soon  thereafter,  the  American 
Academy  of  Pediatrics  endorsed  the  uni- 
versal use  of  the  vaccine  in  both  children 
and  adults  in  the  United  States.  This  vac- 
cine has  been  successfully  used  outside  the 
United  States  for  over  20  years,  and 
seroconversion  rates  are  reported  to  be 
greater  than  90%.2  Despite  proven  safety 
and  efficacy,  many  physicians  have  been 
reluctant  to  use  the  vaccine.  Concerns 
that  have  been  expressed  by  physicians 
include  waning  immunity,  cost  of  univer- 
sal vaccination,  and  the  belief  that  vari- 
cella is  a benign  disease.3  Another  deter- 
rent is  the  need  for  freezer  storage  of  the 
vaccine.  These  issues  have  been  thor- 
oughly discussed  in  the  medical  literature, 
and  the  bulk  of  the  evidence  favors  rou- 
tine use  of  the  vaccine. 

Data  from  a National  Immunization 
Survey  conducted  by  the  Centers  for 
Disease  Control  in  1997  reported  the 
varicella  vaccination  rate  in  Arkan- 
sas to  be  16%  among  children  aged 
19-35  months,  ranking  our  state 
40th  in  the  nation.4  Despite  the  ap- 
proval and  endorsement  of  this  vac- 
cine,  pediatricians  at  Arkansas 
Children’s  Hospital  continue  to  care 
for  numerous  children  admitted  due 
to  complications  of  varicella.  The 
purpose  of  our  study  was  to  detail 
specific  complications  and  costs  in- 
curred by  previously  healthy  chil- 
dren hospitalized  due  to  complica- 
tions of  varicella.  The  cost  of  outpa- 
tient visits  and  medications,  parental  loss 
of  work,  and  missed  school  days  are  not 
addressed.  These  factors  increase  the  cost 
of  this  disease  exponentially.  As  this  study 
only  reflects  patients  hospitalized  at  Ar- 
kansas Children’s  Hospital,  it  inherently 
underestimates  the  total  number  of  chil- 
dren hospitalized  in  Arkansas  with  com- 
plicated varicella  and  the  subsequent 
costs. 

Methods 

The  protocol  for  a retrospective 
analysis  of  previously  healthy  children 
admitted  to  Arkansas  Children’s  Hospi- 
tal for  complicated  varicella  was  approved 
by  the  Institutional  Review  Board  for 
Human  Subject  Research,  University  of 
Arkansas  for  Medical  Sciences.  Charts  of 
patients  admitted  for  complicated  vari- 
cella in  the  three  years  following  the  re- 


lease of  the  vaccine  were  reviewed.  Pa- 
tients were  identified  according  to  the 
computer  database  code  for  varicella  as 
one  of  the  admission  diagnoses.  Charts 
were  reviewed  for  organ  system  affected, 
length  of  stay,  vaccination  status  and  de- 
mographics. Children  who  were 
immunocompromised  or  chronically  ill 
(cystic  fibrosis,  underlying  seizure  disor- 
der, trisomy  21,  etc.)  were  omitted.  The 
cost  of  each  hospitalization  was  obtained 
from  patient  records  in  accounting. 

Results 

Over  the  36-month  period,  there  were 
55  children  admitted  to  Arkansas 
Children’s  Hospital  for  complicated  vari- 
cella. Their  ages  ranged  from  1 month  to 
1 5 years,  with  a median  age  of  2.1  years. 
These  patients  resided  in  19  different  coun- 


ties in  Arkansas.  No  child  had  received 
the  varicella  vaccine.  Fifty  of  the  55  pa- 
tients were  less  than  1 year  of  age  and, 
therefore,  eligible  to  receive  the  vaccine. 

The  most  common  complication  was 
cellulitis,  found  in  33  of  the  55  patients 
(Table).  Specific  sites  of  cellulitis  in- 
cluded 10  cases  with  preseptal  cellulitis 
and  6 with  facial  cellulitis.  There  were  3 
cases  of  cellulitis/adenitis,  one  requiring 
airway  monitoring  in  the  Pediatric  In- 
tensive Care  Unit.  Two  patients  had 
cellulitis  of  the  chest,  one  of  the  abdo- 
men, and  one  of  the  chest  and  abdomen. 
Eight  other  patients  had  cellulitis  sur- 
rounding local  lesions  on  their  extremi- 
ties requiring  intravenous  antibiotics. 
One  patient  had  septic  arthritis  of  the 
elbow,  requiring  surgical  drainage  and 
long-term  antibiotics. 

Three  patients  with  cellulitis  had 


documented  bacteremia,  two  with  Group 
B-hemolytic  Streptococcus  (GABHS) 
and  the  other  with  Group  D Streptococ- 
cus. Two  of  them  had  no  signs  of  sepsis. 
However,  one  4-year-old  boy  with  fasciitis 
of  the  abdomen,  left  flank  and  left  thigh 
developed  septic  shock  and  disseminated 
intravascular  coagulation  secondary  to 
GABHS.  This  patient  required  mechani- 
cal ventilation  for  2 days  and  was  man- 
aged in  the  PICU.  He  received  multiple 
transfusions  of  blood  products  (packed  red 
blood  cells,  fresh  frozen  plasma  and  plate- 
lets). He  also  required  inotropic  support 
with  two  agents  for  treatment  of  hypoten- 
sion. Other  complications  of  his  15-day 
hospitalization  included  a pleural  effusion 
and  an  upper  gastrointestinal  bleed.  Three 
other  patients  with  cellulitis  had  systemic 
inflammatory  response  syndrome  without 
a positive  blood  culture.  Two  of  the 
patients  required  fluid  resuscitation 
only,  and  the  third  required  both  fluid 
and  intropic  support. 

Besides  cellulitis,  other  compli- 
cations included  dehydration,  tran- 
sient neurological  abnormalities, 
pulmonary  complications,  and  hepa- 
titis (Table).  Of  the  patients  with 
neurological  complications,  three 
had  mental  status  changes,  one  of 
which  had  hallucinations  attributed 
to  antihistamine  toxicity.  Seven  had 
seizures  or  seizure-like  activity.  Four 
of  these  patients  were  felt  to  have 
febrile  seizures.  Studies  performed 
include  computed  tomography  of  the 
head  (5),  electroencephalogram  (2),  and 
cerebrospinal  fluid  exam  following  a lum- 
bar puncture  (6).  All  of  these  studies  were 
normal.  All  10  patients  had  resolution  of 
symptoms  prior  to  discharge.  Of  the  pa- 
tients with  pulmonary  complications, 
three  were  diagnosed  with  pneumonia. 
Two  had  pleural  effusions  secondary  to 
chest  wall  cellulitis  in  the  absence  of 
clincal  or  radiographic  evidence  of  pneu- 
monia. Thirteen  patients  had  multi-or- 
gan involvement.  None  of  the  55  patients 
died. 

The  median  length  of  stay  in  the  hos- 
pital was  two  days,  with  a range  of  1-15 
days.  There  were  a total  of  192  hospital 
days  for  these  patients.  Their  hospital 
costs  accumulated  to  $252,084-  The 
charges  ranged  from  $810  to  $34,103, 
with  a median  cost  of  $2,879.  In  Arkan- 


Table: 

Complication  of  Varicella 
by  Organ  System 

% of 


Site 

No. 

Patients 

Cellulitis 

33 

60 

Sepsis,  sepsis  syndrome 

4 

7.3 

Necrotizing  fasciitis 

1 

1.8 

Dehydration 

13 

23.6 

Neurologic 

10 

18.2 

Pulmonary 

5 

9.1 

Hepatitis 

2 

3.6 
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sas  the  average  cost  of  the  varicella  vac- 
cine in  a private  office  is  $60;  therefore, 
4,200  children  could  have  received  the 
vaccine  for  the  price  of  hospitalization 
of  these  children.  If  this  calculation  is 
made  using  federally  sponsored  vaccine 
programs  and  their  cost  to  the  state  of 
Arkansas,  more  than  84,000  varicella  im- 
munizations could  have  been  adminis- 
tered. 

Discussion 

Although  varicella  can  be  an  un- 
complicated disease  in  many  children, 
the  above  data  support  the  need  for  vac- 
cination against  this  disease  in  our  state. 
Although  no  child  in  this  study  died  of 
complications,  there  have  been  deaths 
in  previously  healthy  children  due  to 
complications  of  varicella  at  our  institu- 
tion. Specific  complications  found  in 
our  study  mirror  those  reported  in  other 
studies  around  the  nation.5,6  The  most 
common  complication  is  that  of  second- 
ary bacterial  skin  and  soft  tissue  infec- 
tions, with  extracutaneous  complica- 
tions of  varicella  being  less  common. 
The  most  severe  form  of  skin  infection 
is  that  caused  by  invasive  G ABHS  which 
can  lead  to  the  “flesh-eating  bacteria  syn- 
drome,” or  necrotizing  fasciitis,  and/or 
toxic  shock.  Both  disease  processes  were 
demonstrated  in  our  4-year-old  patient 
described  above.  In  a 5 -year  review  from 
Canada,  it  was  found  that  children  with 
varicella  were  58  times  more  likely  to 
develop  GABHS  infection  than  chil- 
dren without  varicella.  In  their  patients 
who  had  GABHS  infection  and  vari- 
cella, 19%  had  necrotizing  fasciitis  and 
3%  died.  They  determined  that  for  ev- 
ery 100,000  children  who  have  varicella, 
five  will  develop  invasive  disease  due  to 
GABHS.'  Thus,  if  the  hospitalization 
costs  accrued  in  this  study  could  have 
been  utilized  toward  vaccination,  four 
cases  of  GABHS  infection  may  have  been 
potentially  prevented. 

Vaccination  against  varicella  pro- 
vides protection  even  with  household 
exposure  (70%)  and  increased  protection 
against  severe  varicella  disease  (95%). 8 
No  evidence  of  waning  immunity  has 
been  documented  in  follow-up  studies  of 
healthy  children  6-10  years  after  vacci- 
nation.1 Another  issue  of  concern  is  the 
rate  of  zoster  after  vaccination.  However, 


current  evidence  shows  that  persons  who 
receive  the  vaccine  are  less  likely  to  de- 
velop zoster  than  those  who  had  natural 
disease.9  Recent  cost-benefit  estimations 
report  savings  of  $399  million  annually 
with  universal  varicella  vaccination.10 
Despite  overwhelming  evidence  of  safety 
and  efficacy,  the  varicella  vaccine  is 
poorly  utilized.  Therefore,  in  February 
1999,  the  Advisory  Committee  on  Im- 
munization Practices  recommended  that 
states  require  varicella  vaccination  for 
entry  into  child  care  facilities  and  el- 
ementary schools.4  A bill  passed  by  the 
Arkansas  legislature  in  1997  required  the 
immunization  of  children  against  vari- 
cella prior  to  entering  kindergarten,  and 
guidelines  for  instituting  the  requirement 
of  proof  of  vaccination  for  entry  into 
child  care  facilities  in  children  over  one 
year  of  age  are  being  formulated.  Because 
most  children  develop  varicella  disease 
between  the  ages  of  1-6,  it  is  imperative 
that  Arkansas  physicians  immunize  their 
patients  as  soon  as  they  are  eligible  (12 
months  of  age). 

Clinical  varicella  continues  to  be  a 
problem  in  Arkansas.  Parents  may  be 
unaware  of  the  vaccine,  and  many  phy- 
sicians still  consider  it  optional.  Vari- 
cella vaccine  is  now  a part  of  the  Rec- 
ommended Universal  Immunization 
Schedule  as  approved  by  the  ACIP, 
AAP,  and  the  American  Academy  of 
Family  Physicians.  In  the  first  two  years 
following  its  release,  the  vaccine  had 
limited  availability  in  Arkansas  Health 
Department  offices  due  to  the  need  for 
freezer  storage.  In  the  last  18  months, 
this  problem  has  been  remedied,  and 
the  vaccine  is  now  stocked  in  all  health 
department  offices  in  the  state.  All  lo- 
gistic roadblocks  to  use  of  the  vaccine 
(approval,  availability,  and  funding) 
have  been  removed  in  Arkansas.  The 
above  data  should  further  dispel  the 
myth  that  varicella  is  a benign  disease, 
urging  implementation  of  the  official 
recommendation  for  vaccination 
against  varicella.  ■ 

References 

1 .  Centers  for  Disease  Control  and  Pre- 
vention: Prevention  of  Varicella: 
Recommendations  of  the  Advisory 
Committee  on  Immunization  Prac- 
tices (ACIP).  MMWR  45(No.  RR- 


11),  1996. 

2.  Johnson  CE,  Stancin  T,  Fattlar  D, 
Rome  LP,  Kumar  ML:  A long-term 
prospective  study  of  varicella  vaccine 
in  healthy  children.  Pediatrics 
100:761-766, 1997. 

3.  Schaffer  SJ  and  Bruno  S:  Varicella 
immunization  practices  and  the  fac- 
tors that  influence  them.  Arch 
Pediatr  Adolesc  Med  153:357-362, 
1999. 

4.  Centers  for  Disease  Control  and  Pre- 
vention: Prevention  of  Varicella:  Up- 
dated Recommendations  of  the  Ad- 
visory Committee  on  Immunization 
Practices  (ACIP).  MMWR  48  (No. 
RR-06):l-5, 1999. 

5.  Peterson  CL,  Mascola  L,  Chao  SM, 
Lieberman  JM,  Arcinue  EL, 
Blumberg  DA,  Kim  KS,  Kovacs  A, 
Wong  VK,  Brunell  PA:  Children  hos- 
pitalized for  varicella:  a pre-vaccine 
review.  J Pediatr  129:529-536,  1996. 

6.  Aebi  C,  Ahmed  A,  Ramilo  O:  Bac 
terial  complications  of  primary  vari- 
cella in  children.  Clin  Infect  Dis 
23:698-705, 1996. 

7.  Laupland  K,  Davies  HD,  Low  DE,  et 
al:  Does  Varicella-Zoster  Vims  (VZV) 
infection  predispose  to  invasive  or  se- 
vere invasive  Group  A streptococcal 
(GAS)  infection?  Evidence  from 
population-based  surveillance  in 
Ontario.  Presented  at  the  38th 
Interscience  Conference  on  Antimi- 
crobial Agents  and  Chemotherapy. 
Sept.  24-27.  San  Diego. 

8.  Committee  on  Infectious  Diseases: 
Recommendations  for  the  use  of  live 
attenuated  varicella  vaccine.  Pediat- 
rics 95:791-796,  1995. 

9.  Gershon  A,  Silverstein  S.  Live  att- 
enuated varicella  vaccine  for  preven- 
tion of  zoster.  Biolobicals  25:227-230, 
1997. 

10.  Lieu  T,  Cochi  SL,  Black  SB,  et  al: 
Cost-effectiveness  of  a routine  vari- 
cella vaccination  program  for  US 
children.  JAMA  271:375-381, 1994. 

Dr.  Markham  is  a pediatrician  with  the 
department  of  pediatrics , and  Dr.  Darville  is 
a pediatrician  with  the  department  of  pedi- 
atrics and  the  department  of  pediatric  infec- 
tious diseases,  Arkansas  Children's  Hospi- 
tal and  the  University  of  Arkansas  for  Medi- 
cal Sciences,  Little  Rock. 


262  • The  Journal 


Volume  96 


WHAT  MOVED  AUTOMOTIVE  CRITICS  TO  SUCH  EFFUSIVE  PRAISE?  PERHAPS  IT  WAS  THE  S80‘S  201 -HORSEPOWER  ENGINE  THAT  OUTMUSCLES  THE  BMW  528i. 
THEN  AGAIN,  IT  MAY  HAVE  BEEN  ITS  HOST  OF  ACCOUTREMENTS,  LIKE  EIGHT-WAY  ADJUSTABLE  POWER  FRONT  SEATS  AND  AN  EIGHT-SPEAKER,  1 00-WATT  STEREO, 
OR  THE  FACT  THAT  THESE  ITEMS  ARE  PART  OF  THE  SAFEST  VOLVO  EVER  BUILT.  WHATEVER  THE  REASONS,  WE  WHOLEHEARTEDLY  CONCUR. 

JONES  VOLVO 

COME  TEST  DRIVE  THE  MEW  S80  TODAY! 

562-9310 


©1999  Volvo  Cars  of  North  America,  Inc.  "Volvo,  for  life"  is  a registered  trademark  of  Volvo.  Always  remember  to  wear  your  seat  belt,  www.volvocars.com 


■AUTOWEEK 


YOUR  LOCAL  VOLVO  RETAILERS 


Need  to  B r a g ? 


Let  your  peers  & colleagues  know: 

Top  Flight  Hospital  Services,  New  Hires 
& Associates,  Promotions,  Honors  & Awards. 

Journal 

For  Advertising  Information, 

Contact  Stephanie  Hopkins 
501-372-2816  ext.  293. 


Number  7 


December  1999  • 263 


Perils  of  Ignoring 
the  Family 

J.  Kelley  Avery,  MD 


Because  of 
the  obvious 
negligence  on 
the  part  of 
the  ED 
physician  in 
giving 
Thorazine, 
which  is 
known  to 
reduce  the 
threshold  for 
seizure 
activity, 
experts  were 
not  to  be 
found  that 
would  support 
this 

treatment. 


A 24-year-old  woman,  married  for  four 
years,  had  her  first  seizure  since  her  marriage 
and  was  taken  to  the  emergency  department 
of  a medical  center  hospital.  Her  husband  had 
never  witnessed  a seizure  before  this  one,  and 
her  mother  was  the  primary  historian. 

The  patient  had  a history  of  seizures  since 
she  was  13  years  of  age  that  had  been  con- 
trolled  on  combined  therapy  of  Tegretol  and 
Mysoline.  She  had  been  the  patient  of  the 
same  neurologist  since  that  time.  She  had 
experienced  three  generalized  tonic-clonic 
episodes,  one  of  which  was  followed  by  a long 
postictal  phase  and  complicated  by  a left 
hemiparesis  that  cleared  completely  prior  to 
her  discharge  from  the  hospital.  On  that  ad- 
mission she  had  a complete  neurologic 
workup,  including  MR1  and  EEG,  without 
evidence  of  neurologic  abnormality. 

On  this  occasion  the  patient  had  a se- 
vere grand  mal  seizure  that  lasted  about  10 
to  15  minutes.  On  arrival,  the  triage  nurse 
noted  the  history  and  that  she  was  drowsy 
but  cooperative,  and  that  her  neurologic  ex- 
amination was  normal.  She  was  seen 
promptly  by  the  ED  doctor,  and  his  assess- 
ment also  showed  no  neurologic  abnormal- 
ity. He  ordered  blood  levels  of  both  the 
Tegretol  and  Mysoline,  routine  blood  screens, 
chest  X-ray  and  CT  of  the  head  without  con- 
trast. After  writing  the  orders,  the  doctor  left 
the  room  to  see  other  patients.  The  patient 
then  began  to  have  another  seizure,  and  the 
physician  was  called  back  into  her  room.  Af- 
ter a brief  evaluation  by  the  doctor  she  re- 
ceived Phenergan,  Vistaril  and  50  mg  of 
Thorazine.  Although  it  is  not  well  docu- 
mented, the  physician  apparently  thought 
that  his  patient  was  hyperventilating.  Within 
minutes  of  the  administration  of  the  medi- 
cation, the  seizure  began  again.  The  patient’s 
mother  and  husband  asked  that  the  attend- 
ing neurologist  be  called  at  this  time,  but  the 
ED  physician  reassured  them  that  he  could 
handle  the  situation. 


Confronted  with  this  refusal  to  call  the 
specialist,  the  patient’s  husband  called  the 
doctor’s  answering  service  and  asked  that  he 
be  allowed  to  talk  to  the  neurologist.  He  was 
informed  that  only  another  physician  would 
be  put  through  to  the  specialist. 

When  the  patient  did  not  respond  to 
stimulation  after  the  second  seizure,  the  neu- 
rologist had  been  called  and  had  ordered  that 
the  patient  be  admitted  to  the  neurology 
floor.  He  did  not  come  in  to  the  hospital  for 
about  two  hours,  and  when  he  did  come,  he 
transferred  his  patient  to  the  Neurology  In- 
tensive Care  Unit.  At  this  time,  about  eight 
hours  after  admission  to  the  ED,  the  husband 
and  mother  were  called  in  to  the  patient’s 
room  and  told  that  it  did  not  look  like  the 
patient  would  “make  it.” 

After  admission  to  the  unit,  blood  gasses 
revealed  a Po  of  69%  and  O,  saturation  of 
87%.  Shortly  after  she  began  receiving  oxy- 
gen and  was  incubated,  the  O,  saturation  was 
94%.  She  remained  comatose,  however,  and 
it  soon  became  apparent  that  she  was  quad- 
riplegic. She  was  aggressively  supported  and 
gradually  regained  consciousness  but  was  left 
paralyzed. 

After  months  of  physical  therapy  in  a 
neurologic  rehabilitation  center  she  regained 
some  use  of  her  left  arm.  When  she  achieved 
maximum  recovery,  she  was  alert,  normally 
responsive  and  conversational  but  remained 
totally  dependent  on  her  family  for  care  and 
support. 

A lawsuit  was  filed  charging  the  ED  phy- 
sician with  negligence  for  not  calling  the  at- 
tending neurologist,  for  giving  Phenergan 
and  Thorazine  and  for  overall  negligence  in 
not  providing  the  patient  with  care  that  met 
an  acceptable  standard.  Even  though  the 
neurologist  was  not  summoned  by  his  answer- 
ing service  on  request  of  the  patient’s  hus- 
band, he  was  not  sued  because  the  husband 
and  mother  considered  that  once  on  the 
scene,  he  was  thorough  and  compassionate. 
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The  issue  of  his  responsibility  for  the 
actions  of  his  answering  service  in 
shielding  him  from  his  patients  was  not 
a factor. 

Because  of  the  obvious  negligence 
on  the  part  of  the  ED  physician  in  giv- 
ing Thorazine,  which  is  known  to  re- 
duce the  threshold  for  seizure  activity, 
experts  were  not  to  he  found  that 
would  support  this  treatment.  The  case 
had  to  he  settled  for  a very  large 
amount. 

Loss  Prevention  Comments 

Acting  on  the  assumption  that  the 
patient  was  hyperventilating  and  hys- 
terical, and  ignoring  the  history  as  re- 
counted by  both  the  patient’s  mother 
and  husband,  the  ED  physician  gave 
medication  known  to  be  contraindi- 
cated. The  temporal  relationship  be- 
tween the  administration  of  the  medi- 
cation and  the  onset  of  the  severe  sei- 
zure activity,  which  deprived  the  pa- 
tient of  adequate  oxygen  and  resulted 
in  the  paraplegia,  was  a matter  of 


record  and  could  not  he  contested.  He 
ignored  the  pleas  of  the  family  to  call 
the  neurologist  while  the  patient  was 
still  in  the  ED,  and  very  soon  after,  it 
was  apparent  that  the  patient  was  not 
returning  to  consciousness  as  ex- 
pected. Nurses  in  the  ED  were  criti- 
cal of  the  doctor  for  not  starting  O, 
promptly  on  learning  of  the  low  lev- 
els of  the  Po  and  the  O,  saturation 
and  for  not  calling  the  specialist  to 
come  in  to  the  ED  to  evaluate  his 
patient. 

Contributing  greatly  to  the  deci- 
sion to  settle  this  case  was  the  fact  that 
the  mother  and  husband  were  such 
credible  witnesses  on  deposition.  Their 
stories  were  objective  and  believable. 
Also,  the  patient  herself  was  compel- 
ling and,  according  to  the  defense  at- 
torney, “the  jury  will  fall  in  love  with 
her.” 

The  lesson  to  he  learned  here  is 
that  the  history  in  most  cases  is  en- 
hanced by  the  family,  and  the 
physician’s  understanding  of  the 


patient’s  problem  is  increased.  The  ED 
physician  would  not  have  given  the 
contraindicated  medication  if  he  had 
listened  to  the  patient’s  history  of  a sei- 
zure disorder  that  had  been  present 
since  adolescence.  This  appreciation  of 
the  significance  of  the  history  would 
have  greatly  militated  against  the  di- 
agnosis of  hyperventilation  for  which 
he  gave  that  medication.  ■ 

The  case  of  the  month  is  taken  from 
actual  Tennessee  closed  claims.  An  at- 
tempt is  made  to  fictionalize  the  material 
in  order  to  make  it  less  easy  to  identify.  If 
you  recognize  your  own  case,  please  be 
assured  that  it  is  presented  solely  for  the 
purpose  of  emphasizing  the  issues  pre- 
sented. 

Dr.  Avery  is  a member  of  the  Loss 
Prevention  Committee,  State  Volunteer 
Mutual  Insurance  Co.,  Brentwood, 
Term.  This  article  appeared  in  the  Janu- 
ary 1999  issue  of  Tennessee  Medicine. 
It  is  reprinted  with  permission. 
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HONORED 

Boozman-Hof  Center 
Earns  Allergan  Honor 

The  Boozman-Hof  Re- 
gional Surgery  and  Laser 
Center  in  Rogers  recently  was 
named  an  Allergan  Center  of 
Excellence  by  Allergan  Inc., 
an  eye  care  company  based  in 
Irvine,  Calif. 

Three  other  clinics  in  the 
United  States  have  earned 
the  title,  which  is  based  on 
criteria  such  as  the  use  of  cut- 
ting edge  techniques  and 
having  a surgical  center. 

“The  Boozman-Hof  Eye 
surgery  and  Laser  Center  is  the 
finest  surgical  center  I’ve  seen 
in  the  country,”  said  Richard 
Lynn,  Allergan  area  spokes- 
man. 

“This  is  an  extremely  pres- 
tigious honor  and  it  says  to  our 
profession  that  the  worlds  sec- 
ond-largest eye  care  company 
considers  Boozman-Hof  Sur- 
gery and  Laser  Center  to  be 
one  of  the  finest  in  the  coun- 
try — something  we  already 
knew,”  said  Dr.  Randall  Cole, 
the  center’s  primary  refractive 
surgeon. 

Dr.  Chambers  Claims 
Two  UAMS  Awards 

Dr.  Carlton  L.  Chambers 
III,  an  assistant  professor  in 
the  department  of  otolaryn- 
gology at  the  University  of  Ar- 
kansas for  Medical  Sciences, 
recently  won  two  awards. 

He  is  one  of  the  UAMS 
faculty  members  picked  by  the 
1999  graduating  class  to  re- 
ceive the  Red  Sash  Award, 
based  on  a high  interest  in  stu- 


dents and  time  spent  teaching, 
encouraging  and  training. 

Dr.  Chambers  also  won 
the  Otolaryngology  Teaching 
Award,  chosen  by  residents  at 
UAMS. 

Dr.  Sessions  Receives 
Award  From  AM  A 

Each  month  the  Ameri- 
can Medical  Association  pre- 
sents the  Physician’s  Recogni- 
tion Award  to  those  who  have 
completed  acceptable  pro- 
grams of  continuing  education. 

The  AMS  recipient  for 
October  is  Dr.  Louis  Walker 
Sessions  of  Little  Rock. 


LECTURES 

Dr.  Ackerman  Lectures 
on  Sympathetic  Pain 

Dr.  William  E.  Ackennan, 
III,  a pain  medicine  physician 
in  Little  Rock,  lectured  about 
his  research  on  upper  extrem- 
ity sympathetic  pain  at  the 
American  Academy  of  Dis- 
ability Evaluating  Physicians  in 
Tucson,  Ariz.,  in  November. 

Dr.  Ackerman  also  lec- 
tured on  whiplash  pain  man- 
agement at  the  World  Con- 
gress on  Pain  in  Vienna  and 
presented  two  abstracts  at  the 
American  Society  of  Regional 
Anesthesia  annual  meeting  in 
Philadelphia  earlier  this  year. 

He  was  a co- investigator 
on  a paper  presented  at  the 
American  Society  of  Anes- 
thesiology meeting  in  Dallas 
and  another  at  the  Interna- 
tional Anesthesia  Research 
Society  annual  meeting  in 
San  Diego. 


UAMS  Students  Earn  PCMS  Scholarships 


Left  to  right:  Denise  R.  Greenwood,  MD,  with  PCMS  scholar - 
ship  winners  Laura  Cupples , Heather  Diemer,  Owen  Middleton 
and  Amy  Warriner. 


The  Pulaski  County  Medical  Society  Board  of  Directors 
awarded  scholarships  to  four  sophomores  at  the  Univer- 
sity of  Arkansas  for  Medical  Sciences  during  the  annual 
College  of  Medicine  Scholarship  Banquet  at  Arkansas’  Ex- 
celsior Hotel. 

The  recipients  are  Laura  Cupples  and  Owen  Middleton  of 
North  Little  Rock,  and  Heather  Diemer  and  Amy  Warriner 
of  Little  Rock. 

The  PCMS  scholarship  program,  which  began  in  1983, 
offers  benefits  based  on  scholastic  achievement,  leadership 
potential  and  financial  need. 


OBITUARY 

Dr.  Walter  J.  Wilkins,  80,  of  Pine  Bluff  died  Oct.  9 in 
Fayetteville. 

He  was  a general  surgeon  from  1951-86  in  Pine  Bluff  and 
was  director  of  medical  affairs  at  Jefferson  Regional  Medical  Cen- 
ter, 1986-92. 

The  Pine  Bluff  native  was  a graduate  of  Washington  and 
Lee  University  in  Lexington,  Va.,  and  Johns  Hopkins  Medical 
School.  He  served  in  the  Army  Medical  Corps  from  1945-47 
and  completed  his  surgical  residency  at  Presbyterian-St.  Luke’s 
Hospital  and  Cook  County  Hospital  in  Chicago. 

Dr.  Wilkins  also  served  as  an  associated  professor  at  the  Uni- 
versity of  Arkansas  for  Medical  Sciences,  and  was  chief  of  sur- 
gery and  chief  of  staff  at  JRMC. 

Survivors  include  his  wife,  Genevieve  “Gen”  Kennedy 
Wilkins,  a son  and  a daughter.  ■ 
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Harendra  Arora,  MD 

Specialty:  **A 
4301  W Markham  # 575 
Little  Rock,  AR  72205 
501-686-6114 

Sean-Paul  Atreides,  MO 

Specialty:  **OPH 

86  Laver  Circle 
Little  Rock,  AR  72209 

Joseph  Baselious,  MO 

Specialty:  **FP 
148  N.  Broadway 
El  Dorado,  AR  71730 
870-862-1612 

James  Belk,  MD 

Specialty:  **A 
4301  W.  Markham,  #515 
Little  Rock,  AR  72205 
501-686-6114 

Sadaf  Bhutta,  MD 

Specialty:  **DR 

4301  W.  Markham  #556 
Little  Rock,  AR  72205 
501-686-5000 

Mamie  Bland,  MD 

Specialty:  **FP 
4010  Mulberry 
Pine  Bluff,  AR  71603 
870-541-6010 

Gregory  Bledsoe,  MD 

Specialty:  **EM 

13500  Chenal  Parkway  #804 
Little  Rock,  AR  72211, 

Puneet  Cheema,  MD 

Specialty:  **HEM 

4301  W.  Markham  # 508 
Little  Rock,  AR  72205 
501-686-851 

Xiaoling  Chen,  MD 

Specialty:  **AN 
4301  W.  Markham  #5 15 
Little  Rock,  AR  72205 
501-686-6114 

Bryan  H.  Clardy,  MD 

Specialty:  **FP 

2010  S.  Jackson 
Fort  Smith,  AR  72901 
501-785-2931 

Stephanie  G.  Cody,  MD 

Specialty:  **FP 
4010  Mulberry 
Pine  Bluff,  AR  71603 
870-541-6010 

Jack  Collier,  MD 

Specialty:  **IM 
112  S.  Martin 
Little  Rock,  AR  72205 

Susannah  Collier,  MD 

Specialty:  **DMP 

112  S.  Martin 
Little  Rock,  AR  72205 

Kara  Cooper,  MD 

Specialty:  **EM 
301  Kings  Row  Dr,  # 303 
Little  Rock,  AR  72207 
501-686-5515 

Jason  Dansby,  MD 

Specialty:  **FP 
612  South  12th  Street 
Fort  Smith,  AR  72901 
501-785-0732 


Andrew  Dvoryansky 

Specialty:  **A 

11901  Pleasant  Ridge  Rd.  #90 
Little  Rock,  AR  72223 

Jennifer  J.  Faith,  MD 

Specialty:  **FP 

536  Meadow  Lane 
El  Dorado,  AR  71730 
870-863-5868 

Scott  Ferguson,  MD 

Specialty:  **U 
4301  W.  Markham  # 520 
Little  Rock,  AR  72205 
501-686-5241 

Neesa  Jill  Fiaxman,  MD 

Specialty:  **AN 
1519  Ellen  Court 
Little  Rock,  AR  72212 

Clinton  W.  Fox,  MD 

Specialty:  **FP 
612  South  12  th 
Fort  Smith,  AR  72901 
501-785-2431 

Nada  Harik,  MD 

Specialty:  **PD 

800  Marshall  Street 
Little  Rock,  AR  72202 
501-320-1874 

Michael  Hart,  MD 

Specialty:  **A 
70  Point  West  Circle 
Little  Rock,  AR  72211 
501-312-5834 

Robert  Jacobs,  MD 

Specialty:  **FP 

206  Oakhurst  Blvd.  #203 
El  Dorado,  AR  71730 
870-863-6294 

Michio  Kajitani,  MD 

Specialty:  **  GS 
4301  W.  Markham  #713 
Little  Rock,  AR  72205 
501-686-8447 

Gordon  Kern,  MD 

Specialty:  **FP 
460  W.  Oak 
El  Dorado,  AR  71730 
870-862-2489 

Manjusha  Kota,  MD 

Specialty:  ** 

13500  Chenal  Pkwy  Apt. 209 
Little  Rock,  AR  72211 

Priya  Kumar,  MD 

Specialty:  **A 
4301  W.  Markham  # 515 
Little  Rock,  AR  72205 
501-686-6119 

Halinder  Mangat,  MD 

Specialty:  **IM 

4301  W.  Markham  St.  # 634 

Little  Rock,  AR  72202 

501-686-7089 

Kevin  David  Meakin,  MD 

Specialty:  **OTO 

10809  Executive  Center  Drive 
Little  Rock,  AR  72211 
501-227-0707 


John  Robert  Mehall,  MD 

Specialty:  **PDS 
1801  Champlin  Dr.  # 1602 
Little  Rock,  AR  72211 
501-320-2827 

Muhammad  Munir,  MD 

Specialty:  ** 

2500  Kavanaugh  Blvd.  #B5 
Little  Rock,  AR  72205 
501-686-6114 

Michael  Myers,  MD 

Specialty:  **P 
4301  W.  Markham 
Little  Rock,  AR  72205 
501-686-5803 

Mona  Parmar,  MD 

Specialty:  **FM 
13111  W.  Markham  #280 
Little  Rock,  AR  72211 

Julie  Perrigin,  MD 

Specialty:  **FP 
612  S.  12th  St. 

Fort  Smith,  AR  72901 
501-785-2431 

Mark  Ramiro,  MD 

Specialty:  **FP 
4010  Mulberry 
Pine  Bluff,  AR  71603 
870-541-6010 

Jay  Rankin,  MD 

Specialty:  **P 
304  North  Cedar 
Little  Rock,  AR  72205 
870-541-7610 

Laimis  Sadziws,  MD 

Specialty:  **FP 
4010  Mulberry 
Pine  Bluff,  AR  71603 
870-541-6010 

Donald  Samms,  MD 

Specialty:  **FP 
612  South  12th  St. 

Fort  Smith,  AR  72901 
501-785-2431 

Jennifer  Scoufos,  MD 

Specialty:  **FP 
612  S.  12th  St. 

Fort  Smith,  AR  72901 
501-785-2431 

Abhijit  Shinde,  MD 

Specialty:  **GS 
4301  W.  Markham 
Little  Rock,  AR  72205 
501-664-4235 

LaNette  Smith,  MD 

Specialty:  **GS 
4301  W.  Markham  # 725 
Little  Rock,  AR  72205 
501-296-1502 

Babatunde  Sokan,  MD 

Specialty:  ** 

1515  W.  40th 

Pine  Bluff  AR  71603 

870-541-6010 

Wesley  Sprinkle,  DO 

Specialty:  ** 

601  Napa  Valley  Apt.  433 
Little  Rock,  AR  72211 


Jeffrey  D.  Stamp,  MD 

Specialty:  ** 

4010  Mulberry  St. 

Pine  Bluff,  AR  71603 
870-541-6010 

Jennifer  A.  Steeger,  MD 

Specialty:  **PD 

800  Marshall 

Little  Rock,  AR  72202 

501-320-1100 

Tad  Tillomans,  MD 

Specialty:  P 
14220  Longtree 
Little  Rock,  AR  72212 

Abdelkrim  Touijer,  MD 

Specialty:  **U 

4301  W.  Markham  St.  #540 

Little  Rock,  AR  72205 

501-686-5000 

Shelaila  Villamor,  MD 

Specialty:  **FP 
4010  Mulberry  St. 

Pine  Bluff  AR  71603 
870-541-6010 

Chris  D.  Wall,  MD 

Specialty:  **FP 

300  E.  6th  St 
Texarkana,  AR  71854 
870-779-6000 

Nancy  K.  Williams,  MD 

Specialty:  FP 

22  Chapel  Village 
Pine  Bluff  AR  71601 
870-879-3517 

Kristen  N.  Wright,  MD 

Specialty:  **FP 
4010  Mulberry  St. 

Pine  Bluff  AR  71603 
870-541-6010 

Wenjia  Zeng,  MD 

Specialty:  **PM 

3802  Kavanaugh  Blvd.  #617 
Little  Rock,  AR  72205 

Medical  Students 

Alexander,  Jan 
Arendall,  Clarence 
Baggett,  Stephanie 
Baker,  Ashley 
Barr,  Susan 
Beck,  David 
Bibb,  Brad 
Blanchard,  Mary 
Bracy,  Brian 
Bradshaw,  Mark 
Brashears,  Reta 
Burrow,  Thomas 
Carrouth,  David 
Causbie,  Jessica 
Cawich,  ian 
Chalfant,  Paul 
Chism,  Brandon 
Citty,  James 
Clingan,  Warren 
Cook,  Michael 
Covert,  Kent 
Craig,  Jennifer 
Crowd,  Matthew 
DaVeiga,  Adriana 
Daugherty,  Jeremy 
Denton,  Meredith 
Dickinson,  Jacob 
Dopkou,  Joshua 
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CALENDAR 


Feb.  7-9,  2000 

Rural  Health  Policy  Institute 

The  National  Rural  Health  Association  has  scheduled 
the  Rural  Health  Policy  Institute  Feh.  7-9  at  the  Washing- 
ton Court  Hotel  in  Washington,  D.C.  For  more  informa- 
tion, call  (202)  232-6200  or  visit  www.nrharural.org. 

March  30-April  1 , 2000 
Conference  on  Legal  Medicine 

The  American  College  of  Legal  Medicine  is  sponsoring 
a Conference  on  Legal  Medicine  March  30-April  1 at  the  San 
Diego  Hilton  Beach  and  Tennis  Resort  in  San  Diego,  Calif. 
The  conference  will  highlight  pressing  medical  issues  facing 
the  medical  and  legal  professions.  Contact  the  ACLM  at  (800) 
433-9137  ore-mail  at  info@aclm.org  for  more  information. 


May  5-6,  2000 
Arkansas  Medical  Society 
Annual  Meeting 


April  13-15,  2000 

Federation  of  State  Medical  Boards 
Annual  Meeting 

The  annual  meeting  of  the  Federation  of  State  Medical 
Boards  will  be  April  13-15  in  Dallas.  For  more  information, 
call  (817)  868-4007  or  visit  www.fsmb.org. 


The  Arkansas  Medical  Society 
will  hold  its  124th  annual  meeting 
May  5 -6  at  the  Embassy  Suites 
Hotel  in  Little  Rock. 


Freemyer  Collection  System  has  been  helping 
businesses  eliminate  their  bad  debt  problems 
since  1941.  When  you  work  with  the  trained 
professionals  at  Freemyer,  you  get  many  benefits. 

collection  experience 

• Bad  debts  are  collected  at  a competitive 
contingency  fee. 

• Representatives  are  on-hand  for  questions 
and  problems. 

•You  don’t  pay  fees  unless  collections  are  made. 

Call  one  of  our  representatives  today  at  1-800-953-2225 
and  let  us  help  you  with  your  business’s  debts. 

A proud  supporter  of  the 
Arkansas  Medical  Society  Convention 

- ■ - - Freemyer 
- Colection 

■l 

— System 

SB 

Endorsed  by  AHA  Services,  Inc. 
American  collectors  A subsidiary  of  the 

association  member  Arkansas  Hospital  Association 

1-800-953-2225 
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American  Medical  Association  Principles  of  Medical  Ethics 

I.  A physician  shall  be  dedicated  to  providing  competent  medical  service  with  compassion  and  respect 
for  human  dignity. 

II.  A physician  shall  deal  honestly  with  patients  and  colleagues,  and  strive  to  expose  those  physicians 
deficient  in  character  or  competence,  or  who  engage  in  fraud  or  deception. 

III.  A physician  shall  respect  the  law  and  also  recognize  a responsibility  to  seek  changes  in  those  require- 
ments which  are  contrary  to  the  best  interests  of  the  patient. 

IV.  A physician  shall  respect  the  rights  of  patients,  of  colleagues,  and  of  other  health  professionals,  and 
shall  safeguard  patient  confidences  within  the  constraints  of  the  law. 

V.  A physician  shall  continue  to  study,  apply  and  advance  scientific  knowledge,  make  relevant 

information  available  to  patients,  colleagues,  and  the  public,  obtain  consultation,  and  use  the  talents 
of  other  health  professionals  when  indicated. 

VI.  A physician  shall,  in  the  provision  of  appropriate  patient  care,  except  in  emergencies,  be  free  to  choose 
whom  to  serve,  with  whom  to  associate,  and  the  environment  in  which  to  provide  medical  services. 

VII.  A physician  shall  recognize  a responsibility  to  participate  in  activities  contributing  to  an  improved 
community. 
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Arkansas  Medical  Society  1999  Membership  Roster 

As  of  Nov.  3,  1999  # Denotes  deceased  member 

Please  Note:  If  you  cannot  find  a particular  physician  in  the  county  listings,  look  under  the  Direct  Member  Section  beginning  on 
page  282.  Direct  Member  indicates  AMS  members  who  are  not  members  of  their  county  medical  society  or  whose  county  member- 
ship teas  pending  at  the  time  of  this  journal’s  printing. 


Arkansas  County 

Burleson,  Stan  W. 

Chavin,  Michael  A. 
Daniel,  Noble  B.  Ill 
Elam,  Garrett 
Ferrari,  Victor  J.  Jr. 

Hestir,  John  M. 

Millar,  Paul  H.  Jr. 

Morgan,  Jerry  D.  # 
Northcutt,  Carl  E. 
Pritchard,  Jack  L. 

Speer,  ldoy  B.  Jr. 

Speer,  Marolyn  N. 

Tracy,  W.  Lee 
Wood,  Gary  P. 

Yelvmgton,  Dennis  B. 

Ashley  County 

Burt,  Frederick  N. 

Garcia,  Luis  F. 

Gresham,  Edward  A. 
Heder,  Guy  W. 

Henry,  William  Jr. 

Rankin,  James  D. 

Salb,  Robert  L. 

Thompson,  Barry  V. 

Toon,  D.  L. 

Walsh,  Benjamin  J. 
Wilson,  Alan  K. 

Baxter  County 

Adkins,  Kevin  J. 

Baker,  Robert  L. 

Barker,  Monty 
Barnes,  Gregory 
Bruton,  Ronald  Ford 
Burgess,  Richard  Chipman 
Chatman,  Ira  D. 

Cheney,  Maxwell  G. 
Chock,  Daniel  P. 

Clarke,  James  S. 

Condrey,  Yoland  M. 
Douglas,  Donald  S. 

Dyer,  William 
Dykstra,  Peter  C. 

Elders,  John  Gregory 
Foster,  Robert  D. 
Hagaman,  Michael  S. 
Hardin,  Philip  R. 

Hodges,  Michael  E. 
Johnson,  Stacey  M. 


Kelley,  Lawrence  A. 
Kerr,  Robert  L. 
Kilgore,  Kenneth  M. 
Knox,  Thomas  E. 
Landrum,  William 
MacKercher,  Peter  A. 
Massey,  James  Y. 
McAlister,  Matthew 
McBride,  Anthony  D. 
Neis,  Paul  R. 

Price,  Michael  D. 
Regnier,  George  G. 
Rigler,  Wilson  F. 
Robbins,  Bruce 
Roberts,  David  H. 
Saltzman,  Ben  N. 
Sneed,  John  W.  Jr. 
Stahl,  Ray  E.  Jr. 

Sward,  David  T. 
TerKeurst,  John 
Trager,  Marc 
Tullis,  Joe  M. 

Wells,  Gary 
White,  Edward 
White,  Richard  B. 
Wilbur,  Paul  F. 

Wilson,  Jack  C. 

Benton  County 

Addington,  Alfred  R. 
Alderson,  Roger 
Allen,  L.  Barry 
Arkins,  James 
Baker,  James 
Ball,  Eugene  H. 
Becton,  Paul  Jr. 
Benjamin,  George 
Black,  Randall  Wayne 
Bledsoe,  James  H. 
Boden,  Donna 
Boozman,  Fay  W.  Ill 
Cantwell,  Janet 
Clemens,  R.  Dale 
Clower,  John  D. 
Cohagan,  Donald  L. 
Cole,  Randall  E. 
Compton,  Neil  E.  # 
Cook,  Timothy  H. 
Cooper,  Scott 
Costaldi,  Mario  E. 
Cuchia,  John 


Dang,  Minh-Tam 
David,  Wendy  S. 
Deatherage,  Joseph  R. 
Diacon,  W.  Lindley 
Dickinson,  Rodger  C.  Jr. 
Donnell,  Hugh  Garland 
Donnell,  Robert  W. 
Elkins,  James  P. 

Emerson,  Kimberly 
Ewart,  David 
Fangmeier,  Angela  Anne 
Fioravanti,  Bernard  L. 
Friesen,  Douglas  L. 
Garrett,  David  C.  Ill 
Goss,  Stephen 
Haney,  R.  Kevin 
Harmon,  Harry  M. 
Henderson,  Oscar  L. 

Hill,  Joy 
Hitt,  Jerry  L. 

Hof,  C.  William 
Holder,  Robert  E. 

Holt,  Terry 
Horner,  Glennon  A. 
Howard,  K.  Lamar 
Hull,  Robert  R. 

Huskins,  James  D. 
Huskins,  John  A. 
Johnson,  Christopher  S. 
Johnson,  Donna 
Johnson,  Royce  Oliver  II 
Johnson,  Steven  P. 

Jones,  Nancy 
Keane,  Patrick  K. 

Lanier,  Karen  A. 

Lewis,  Rebecca  C. 

Low,  Lisa 

Lueders,  Andrew  J. 
Marciniak,  Douglas  L. 
McCollum,  William 
McKnight,  William  D. 
Meehan,  Ralph  E.  Jr. 
Mertz,  John  Douglas 
Mullins,  Neil  D. 
Neaville,  Gary  A. 
Nugent,  Loyd 
Pappas,  John  J. 

Pearson,  Richard  N. 
Pickens,  James  L. 

Platt,  Michael  R. 
Poemoceah,  Kenneth  M. 


Puckett,  Billy  J. 

Reese,  Michael  C. 
Revard,  Ronald 
Ritz,  Ralph  C. 

Rollow,  John  A. 

Rolniak,  Wallace  A. 
Schaefer,  George 
Smith,  Robert  B. 
Springer,  DanJ. 
Steadman,  Hunter  M.  Jr. 
Stewart,  Ewa  K. 

Stinnett,  Charles  H. 
Stinnett,  Scott  G. 

Stolzy,  Sandra 
Summerlin,  William  T. 
Swaim,  Terry  J. 

Swindell,  William  G. 
Tate,  Jeffrey 
Travis,  Patrick 
Treptow,  Douglas 
Turley,  Jan  T. 

Ubben,  Kenneth 
Vanderpool,  R.  Douglas 
Vest,  Carl  E. 

Warren,  Grier  D. 
Weaver,  Robert  H. 
Webb,  William 
Whiteside,  Edwin 
Wilson,  Cynthia 
Wright,  Larry  D. 
Youngblood,  Thomas 

Boone  County 

Abdelaal,  Ali  F. 

Ashe,  Barbara 
Bell,  Thomas  Edward 
Bennett,  Joe  D. 

Brandon,  Henry 
Casey,  Rick  E. 

Causey,  Robert  Marcus 
Chambers,  Carlton  L.  Ill 
Chambers,  Sue 
Clary,  Cathy 
Collins,  Kenneth 
Daniel,  Charles  D. 
Dunaway,  Geoffrey 
Ferguson,  Noel  F. 
Flanigan,  Stevenson 
Ghosh,  Asish  Kumar 
Helmling,  Robert  L. 

Kim,  Hyewon 
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Boone  ■ Craighead-Poinsett  County 


Klepper,  Charles  R. 
Langston,  James  David 
Langston,  Robert  H. 
Langston,  Thomas  A. 
Ledbetter,  Charles  A. 
Leslie,  Sharron  J. 

Maes,  Stephen  R. 
Mahoney,  Paul  L.  Jr. 
Maris,  Mahlon  O. 

Mears,  Bill 
Miller,  Robert  Jr. 

Moffett,  Shirolyn  R. 
Padilla,  Jose  S.  Jr. 

Reese,  Ronald  R. 
Scroggins,  Sam  J. 
Steinsiek,  J.  Bill  II 
Stensby,  Harold  F. 

Van  Ore,  Stevan  Michael 
Vowell,  Don  R. 

Williams,  Rhys  A. 

Bradley  County 

Chambers,  F.  David 
Foscue,  David 
Marsh,  James  W. 
Pennington,  Kerry  F. 
Purvis,  Kenneth  W. 
Wharton,  Joe  H. 

Wynne,  George  F. 

Carroll  County 

Card,  Shannon  R. 

Corrie,  Gary  Doug 
Flake,  William  K. 

Horton,  Charles 
Kresse,  Gregory 
Lawrence,  Neal  C. 
Malone,  Mark  S. 
Martinson,  Alice 
Murphy,  Sean  P. 

Nash,  John  R. 

Ricciardi,  Joseph  M. 

Rose,  Steve 
Sloan,  Fredric  J.  II 
Spurgin,  Randal  T. 

Taylor,  Richard  L. 
Wallace,  Oliver 
Warner,  Milo  N. 

Chicot  County 

Burge,  John  P. 

De  Ramos,  Agapito  Y. 
Folk,  Benjamin  Perry 
Ganta,  Sanyasi  Rao 
Hicks,  Charles  E. 

Kronfol,  Ned 
Martin,  Andrew  Ayers 
Russell,  John  R. 


Smith,  Major  E. 
Thomas,  H.  W. 
Tuangsithtanon,  T. 
Weaver,  William  J. 
Wilson,  Thomas  C. 

Clark  County 

Anderson,  P.  R. 

Balay,  John  W. 
Dorman,  Robert  A. 
Elkins,  John  S. 

Ford,  Michael  Ray 
Fullerton,  John  C.  Ill 
Hagood,  Noland  Jr. 
Jansen,  Mark 
Lowry,  J ames  L. 
McLeod,  Kevin 
Peeples,  George  R. 
Taylor,  George  D. 

Teed,  Frank  S. 

Cleburne  County 

Ashabranner,  Wesley  J. 
Baldridge,  Max 
Barnett,  Michael 
Beasley,  Harold  # 
Bivins,  Franklin  Jr. 
Lambert,  James  C. 
Quinn,  Cynthia  D. 
Sharp,  Jan 
Stone,  Timothy 
Thomas,  Jerry  L. 
Tvedten,  Tom 
Vaughan,  G.  Lee 

Columbia  County 

Alexander,  John  E.  Sr. 
Alexander,  John  E.  Jr. 
Dickson,  D.  Bud 
Evans,  Matthew  L. 
Farmer,  John  M. 
Griffin,  Rodney  L. 
Hester,  Joe  D. 

Kelley,  Charles  W. 
McMahen,  H.  Scott 
Murphy,  Fred  Y. 
Parkman,  Robert  L.  Jr. 
Pullig,  Thomas  A. 
Roberts,  Franklin  D. 
Walker,  Jack  T. 

Wynn,  Chester 

Conway  County 

Hickey,  Thomas  H. 
Lipsmeyer,  Keith  M. 
Owens,  Gastor  B. 
Wells,  Charles  F. 


Craighead-Poinsett 

County 

Allen,  John  M. 

Alston,  Herman  D. 
Ameika,  James  A. 
Aston,  J.  Kenneth 
Awar,  Ziad 
Ball,  John 
Barker,  Charles 
Basinger,  James  W. 
Beck,  M.  Lowery 
Berry,  Donald  M. 

Berry,  Michael  P. 
Blachly,  Ronald  J. 
Blaylock,  Jerry  D. 

Boyd,  John  T. 

Braden,  Terence  P.  Ill 
Brown,  Mark  C. 

Burns,  Richard  G. 
Burns,  Robert 
Bush,  Steven  B. 
Carpenter,  Kennan 
Cisneros,  Teresa  C. 
Clopton,  Owen  H.  Jr. 
Cohen,  Jeffrey  O. 
Cohen,  Robert  S. 
Cook,  John 
Cranfill,  Ben 
Cranfill,  General  L.  Ill 
Crawley,  Michael  E. 
Day,  Thomas  Elkins 
Diamond,  Kevin 
Dickson,  Glenn  E. 

Dow,  J . Timothy 
Duke,  Billy  L.  II 
Dunn,  Charles  C. 
Eddington,  William  R. 
Edwards,  Carl  B. 
Emerson,  Steven 
Felts,  Larry  S. 

Fields,  L.  Brad 
Foote,  John  W. 
Forestiere,  A.  J. 

Fowler,  William 
Ganong,  Kevin  Donald 
Garner,  B.  Matt 
Garner,  William  L. 
George,  F.  Joseph 
Golden,  Stephen  C. 
Gossett,  Clarence  E. 
Green,  Terri 
Green,  William  Robert 
Guinn,  Donald  R. 
Hackbarth,  Mark  A. 
Hall,  Ray  H.  Jr. 

Harvey,  Bryan 
Hatley,  Russell 
Hiers,  Connie  L. 


Hightower,  Michael  D. 
Hill,  Roger  D. 

Hogue,  Ernest  L. 

Hoke,  W.  Scott 
Hornbeck,  Robert  G. 
Houchin,  Vonda 
Hurst,  William 
Isaacson,  Michael  L. 
Jennings,  R.  Duke 
Jiu,  John  B. 

Johnson,  John  A. 
Johnson,  Larry  H. 
Johnson,  Roehl  W. 
Jones,  K.  Bruce 
Jones,  R.  J. 

Kalife,  Gerardo 
Keisker,  Henry  W. 

Kemp,  Charles  E. 

Kroe,  Donald  J. 

Kyle,  Richard 
Laffoon,  Scott  L. 

Lamb,  Trent  R. 

Landry,  Robert  J . 
Lansford,  Bryan 
Lawrence,  Robert  O.  Jr. 
Ledbetter,  Joseph  W. 
Lepore,  Diane  G. 
Levinson,  Mark 
Lewis,  David  M. 

Locke,  Stephen  Wayne 
Lunde,  Stephen  P. 

Luter,  Dennis  W. 

Lynch,  John 
Mackey,  Michael 
Maglothin,  Douglas  L. 
Mahon,  Larry  E. 
Marzewski,  David 
Matthews,  David 
McClurkan,  Michael 
McDaniel,  Craig  A. 
McGrath,  A.  Joseph  Jr. 
McKee,  Sanders 
Modelevsky,  Aaron  C.  # 
Monte,  Marc 
Montgomery,  Earl  W. 
Moseley,  Claiborne  II 
Murrey,  James  F. 

Owen,  Kip 
Owens,  Ben  Jr. 

Parten,  Dennis 
Patel,  Suresh 
Phillips,  John  K. 

Pinkard,  John 
Price,  Edwin  F. 

Price,  Herbert  H.  Ill 
Pryor,  Shapard  Jr. 
Ragland,  Darrell  G. 
Rainwater,  W.  T. 
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Rauls,  Stephen  R. 
Reinhard,  Richard  M.  Ill 
Ricca,  Dallie 
Ricca,  Gregory  F. 
Richards,  Fraser  M. 
Rogers,  James  F. 

Rusher,  Albert  H.  Jr. 
Sales,  Joseph  Hugh 
Sanders,  James  W. 

Sapiro,  Gary  S. 

Savage,  Patrick  Joseph 
Schrantz,  James  L. 
Scriber,  Ladd  J . 

Scroggin,  Carroll  D.  Jr. 
Shanlever,  William  T. 
Silas,  David 
Skaug,  Phyllis 
Skaug,  Warren  A. 

Smith,  Floyd  A.  Jr. 
Smith,  Vestal  B. 

Sneed, Jane 
Snodgrass,  Scot  J . 

South,  Ronald 
Sparks,  Barrett 
Spohn,  Peter  J. 

St.  Clair,  John  T.  Jr. 
Stainton,  Joseph  C. 
Stainton,  Robert  M.  Jr. 
Stallings,  Joe  H.  Jr. 
Stank,  Thomas  M. 
Stevenson,  Richard 
Stidman,  Jeff 
Stripling,  Mark  C. 
Stroope,  Henry  F. 
Stubblefield,  Sandra 
Stubblefield,  William 
Swingle,  Charles  G. 
Swyden,  Steven  Neal 
Tagupa,  Eumar 
Taylor,  Robert  D. 

Tedder,  Barry  C. 

Tedder,  Michael  E. 
Templeton,  Gary  L. 
Thomas,  Gary  A. 
Tidwell,  Kenneth  Jr. 
Tonymon,  Kenneth 
Tuck,  Rebecca 
Vines,  Troy  Alan 
Vollman,  Don  B.  Jr. 
Walker,  Meredith  M. 
Warner,  Robert  L.  Jr. 
White,  Anthony  T. 
Wiggins,  H.  Lynn 
Williams,  E.  Walden 
Wilson,  Joe  T.  Jr. 
Woloszyn,  John 
Woodward,  Gary  W. 
Young,  William  C.  Jr. 


Crawford  County 

Archer,  Ernest  W. 
Darden,  Lester  R. 

Delk,  John  II 
Doyle,  Edward 
Edds,  Millard  C. 
Edwards,  Henry  N. 
Flanagan,  Mary  Clare 
Floyd,  Rebecca  R. 
Garrett,  Kipton  L. 
Hamby,  Jeffrey 
Harford,  Scott 
Heaver,  Holly  M. 
Hefner,  David  P. 
Jennings,  Charles  A. 
Katz,  Catherine 
Lytle,  Glenn  H. 

Mason,  Joe  N. 

Ross,  R.  Wendell 
Sasser,  L.  Gordon  III 
Schlabach,  Ronald  D. 
Stanton,  William  B. 
Travis,  A.  Lawrence 

Crittenden  County 

Adler,  Justin  Jr. 

Arnold,  Sidney  W. 

Barr,  Marian 
Bryant,  G.  Edward  Jr. 
Clemons,  Mark 
Deneke,  Milton  D. 
Evans,  Loraine  J. 
Ferguson,  Scott 
Ferguson,  T.  Murray  # 
Ford,  David  W. 

Ford,  Robert  C.  Jr. 
Goodman,  David  Aaron 
Greene,  Robert  W.  Jr. 
Hanson,  Charles  C. 
Hernandez,  Jacinto 
Huffstutter,  Paul  J. 
Kaplan,  Bertram 
L’Heureux,  Guy  J. 

Lum,  Diane 

Meredith,  Samuel  G.  Jr. 
Miller,  James  L. 

Murray,  Ian  F. 

Nadeau,  Kenneth  R. 
Peeples,  Chester  W.  Jr. 
Peeples,  Guy  Langley 
Pierce,  Trent  P. 

Rudorfer,  Bennett  Lewis 
Ruiz,  Julio  P. 

Schoettle,  Steve  P. 
Shrader,  Floyd  R. 

Smith,  Bedford  W. 
Utley,  L.  Thomas 
Wah,  John 


Ward'J ones,  Susan 
Webb,  Dan  W. 
Westmoreland,  Daniel 
Wright,  William  J. 

Cross  County 

Beaton,  J.  Trent 
Beaton,  Kenneth  E. 
Bethell,  Robert  D. 

Burks,  Willard  G. 

Crain,  Vance  J. 

Hayes,  Robert  A.  Jr. 
Jacobs,  James  R. 

Rindt,  Phillip  Lee 

Dallas  County 

Delamore,  John  H. 
Howard,  Don  G. 

Nutt,  Hugh  A. 

Desha  County 

Asemota,  Steve 
Go,  Peter  Kong  Hua 
Harris,  Howard  R. 

Hejmej,  Ryszarda  M. 
Masquil,  Filipe 
Mehta,  Hemal 
Prosser,  Robert  L.  Ill 
Savu,  Calin  A. 

Scott,  Robert  B. 

Turney,  Lonnie  R. 

Young,  James  E. 

Drew  County 

Busby,  Arlee  K. 

Connelley,  Jay 
Huey,  Sandra  S. 

Maxwell,  Ralph  M. 
McKiever,  William  R. 
Ridout,  Robert  G.  III. 
Wallick,  Paul  A. 

Williams,  William  III 
Wilson,  Harold  F. 

Faulkner  County 

Angel,  Carol 
Beasley,  Margaret  D. 
Beasley,  Thomas  O. 

Bell,  F.  Keith 
Bowlin,  Randal 
Bowman,  Gary 
Carter,  D.  Mike 
Cheek,  Ben  H. 

Cole,  Andrew 
Collins,  Mitchell  L. 
Connaughton,  Michael  A. 
Cummins,  J.  Craig 
Daniel,  Sam  V. 


Dodge,  Ben 
France,  Diane  P. 

Furlow,  William  C. 
Garrison,  James  S. 
Ghormley,  J.  Tod 
Gordy,  L.  Fred  Jr. 

Gray,  George  T.  Ill 
Gullic,  Phillip  T. 
Hendrickson,  Richard  O.  Jr. 
Hudson,  Thomas  F.  Ill 
Jackson,  Carole 
Landberg,  Karl  H. 

Landgren,  Robert  C. 

Lewis,  Gregory 
Magie,  Jimmie  J. 

Martin,  David  A. 
McCarron,  Robert 
McChristian,  Paul  L. 
Murphy,  Kenneth 
Naylor,  David  L.  Jr. 

Norris,  Lloyd  P. 

Ohm,  Maria  Ann 
Raney,  Herschel  D.  Jr. 
Roberts,  Thomas 
Shaw,  Collie  B. 

Shirley,  David  C. 

Simpson,  Laura  K. 

Smith,  John  D. 

Smith,  Lander  A. 

St.  Amour,  Scott  C. 

Stancil,  Vicki 
Stone,  Phillip 
Throneberry,  Bart 
Trussed,  Anne 
Tsuda,  Sue 

Franklin  County 

Carrick,  Garreth 
Gibbons,  David  L. 
Lachowsky,  John 
Long,  C.  C. 

Richter,  David  A. 
Sico-Davis,  Chrisandra  R. 
Smith,  John  C. 

Wilson,  Robert 

Garland  County 

Abraham,  Jacob  E. 

Agee,  Kimberly  R. 

Arthur,  James  M. 

Aspell,  Robert 
Bandy,  Preston  R. 

Bearden,  Jeffrey  C. 

Bennett,  Keith 
Bodemann,  Diane 
Bodemann,  Donald  R. 
Bodemann,  Michael  C. 
Bodemann,  Stephen  L. 
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Bohnen,  Loren  O. 
Boos,  Donald  Jr. 

Borg,  Robert  V. 
Borland,  Judy 
Bracken,  Ronald  J.  # 
Braley,  Richard  E. 
Braun,  James  R. 
Brunner,  John  H. 
Burton,  Frank  M. 
Burton,  James  F. 
Campbell,  James  W. 
Cates,  Jack  A. 

Cenac,  Joseph  W.  Jr. 
Clardy,  William  F. 
Corbitt,  Mark  A. 
Cupp,  Cecil  W.  Ill 
Davis,  Katrina 
Davis,  Sheryl  L. 

Dodd,  Lawrence 
Dodson,  John  W.  Jr. 
Dolan,  Patrick  III 
Drake,  Gary  M. 

Dunn,  Richard  W. 
Dykman,  Kathryn 
Eisele,  W.  Martin 
English,  P.  Timothy 
Erwin,  John 
Finch,  Richard  R. 

Fine,  B.D.  Jr. 

Fore,  Robert  W. 

Fotioo,  George  J. 

Frais,  Michael  A. 
French,  James  H. 
Gardner,  James  F. 
Garrett,  W.  Michael 
Gerber,  Allen  D. 
Gocio,  Allan  C. 
Griffin,  James  E. 

Grose,  Andrew 
Haggard,  John  L. 

Hale,  Kevin  D. 

Hardy,  Ross  A. 

Harper,  Edwin  L. 
Harrison,  Jack  W. 
Headrick,  Daniel 
Hechanova,  D.  M.  Jr. 
Heinemann,  Fred  M. 
Heinemann,  Phyllis  E. 
Henderson,  Francis  M. 
Herrold,  Jeffrey  W. 
Hickman,  Michael  P. 
Hill,  H.  Randy 
Hill,  Robert  F. 

Hitt,  W.  C.  Jr. 

Hollis,  Thomas  H. 
Howe,  H.  Joe 
Hughes,  James  A. 
Hulsey,  Matthew 


Humphreys,  Robert  P. 
Hunter,  Karla 
Irwin,  William  G. 
Jackson,  Brian  D. 
Jackson,  Haynes  G. 
Jackson,  Haynes  G.  Jr. 
Jayaraman,  K.  K. 
Jayaraman,  Vilasini  D. 
Jayne,  Russell  P. 
Johnson,  Paulette  S. 
Johnson,  Robert  D. 
Johnston,  Gaither  C. 
Josef,  Stanley 
Kaler,  Ron  A. 

Keadle,  William  R. 
Kincheloe,  A.  Dale 
Kleinhenz,  Robert  W. 
Klugh,  Walter  G.  Jr. 
Koehn,  Martin  A. 
Fagaly,  William  J. 
Larey,  Mark  E. 

FeMay,  Thomas  B. 
Lee,  Allen  R. 

Lee,  William  R. 

Longo,  Margaret  F. 
Martin,  Jana 
Maruthur,  Gopakumar 
Mashburn,  William  R. 
McClard,  Helen 
McCrary,  Robert  F.  Jr. 
McFarland,  Louis  R.  # 
McFarland,  Mike  S. 
McMahan,  James 
Meek,  Gary  N. 
Mullins,  Michael 
Munos,  Fouis  R. 

Olive,  Robert  Jr. 
Padmini,  Rangaswami 
Pai,  Balakrishna 
Pappas,  Deno  P. 
Parkerson,  Cecil  W. 
Peeples,  Raymond  E. 
Pellegrino,  Richard 
Plaza,  Jesus  A. 

Powell,  Brenda 
Queen,  George  P. 
Rainwater,  W.  Sloan 
Raney,  Amanda  B. 
Raney,  Jerel  F. 

Reddy,  Prabhakara  K. 
Robbins,  Mark 
Robert,  Jon  M. 

Rogers,  Marc 
Roper,  Richard 
Rosenzweig,  Joseph  L. 
Russell,  Mark 
Sanders,  Hallman  E. 
Seifert,  Kenneth  A. 


Sharma,  Bimlendra 
Shelby,  Eugene  M. 
Shroff,  Rajesh  K. 
Simpson,  John  B. 

Slagle,  Gregory  S. 
Slaton,  G.  Don 
Sloand,  Timothy  Peter 
Smith,  Bruce  F.  Jr. 
Smith,  John  W. 

Smith,  Phillip  F. 
Sorenson,  Marney  K. 
Sorrels,  John  W. 

Sousan,  Feo 
Springer,  Melvin  R.  Jr. 
Springer,  William  Y. 

St.  John,  Greg 
St.  John,  Melody 
Stecker,  Elton  H.  Jr. 
Stecker,  Rheeta  M. 
Stough,  D.  Bluford  III 
Tangunan,  Priscilla  F. 
Tapley,  David  R. 
Thomas,  W.  A1 
Tucker,  R.  Paul 
Vallery,  Samuel  W. 
Vogel,  Eric  D. 
Wagenhauser,  Karl  F. 
Wallace,  Thomas  “Tom” 
Walley,  Luther  R. 
Warren,  E.  Taliaferro 
Warren,  William  Jr. 
Watermann,  Eugene 
Waters,  Samuel 
Webb,  Timothy 
Woodward,  Philip  A. 
Wright,  Charles  C. 
Young,  Michael  J. 

Grant  County 

Heise,  Brian  A. 

Irvin,  Jack  M. 

Paulk,  Clyde  D. 
Winston,  Scott  D. 

Greene-Clay  County 

Baker,  Clark  M. 

Blair,  Donald  Waring 
Boggs,  Dwight  F. 

Bonner,  J.  Darrell 
Brown,  Howard  Stanton 
Bulkley,  William  J. 
Burchfield,  Samuel  S. 
Cagle,  Roger  E. 

Collier,  Jon  D. 

Crow,  Asa  A. 

D’Anna,  Richard  E. 
Duckworth,  Hillard  R. 
Fonticiella,  Adalberto 


Hardcastle,  R.  Lowell 
Hazzard,  Marion  P. 
Hendrix,  Barry 
Hendrix,  Lisa 
Hobby,  George  A. 

Ilyas,  Mohammad 
Jackson,  Ron 
Kemp,  Clarence 
Lawson,  J.  Larry 
Luker,  Jerome  H. 

Martin,  Richard  O.  # 
Mitchell,  Bennie  E. 
Morrison,  Jimmy  J. 

Muse,  Jerry  L. 
Nissenbaum,  Eliot  M. 
Page,  Billie  C. 

Purcell,  Donald  I. 

Rich,  Cheryll  Darline 
Rouse,  Kevin 
Shedd,  Feonus  F. 
Sheridan,  James  G. 
Shotts,  C.  Mack  Jr. 
Shotts,  Vern  Ann 
Smith,  Norman  E. 
Watson,  Samuel  D. 
White,  Robert  B. 
Williams,  Dwight  M. 
Williams,  Jacob  M. 
Ziomek,  Stanley 

Hempstead  County 

Downs,  Michael 
Finley,  George 
Harris,  Fowell  O. 

Holt,  Forney  G. 
McKenzie,  Jim 
Perez,  Eduardo  M. 
Stevens,  David  G. 
Williams,  Carl  L. 

Hot  Spring  County 

Berry,  Frederick  B. 
Bollen,  A.  Ray 
Brashears,  Larry  B. 
Burton,  Bruce  K. 

Cobb,  Russell  W. 

Ellis,  C.  Randolph 
Highsmith,  Vivian  F. 
Kersh,  N.  B. 

Lumb,  John  C. 

Purifoy,  Shawn 
Tilley,  Absalom 
Vaughan,  John  A. 
White,  Bruce  A. 

White,  Robert  H. 
Willingham,  Cynthia 

Howard-Pike  County 

Chuadry,  Zafar  A. 
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Dunn,  Robert 
Floyd,  Mark  A. 

Gullett,  A.  Dale 
Humphreys,  T.  J.  Jr. 

King,  Joe  D. 

Martinazzo-Dunn,  Anna 
Patel,  Madanmohan 
Peebles,  Samuel  W. 

Sayre,  John 
Sykes,  Robert 
Turbeville,  James  O. 
Verser,  Michael 
Ward,  Hiram  T. 

White,  Phillip  L. 

Independence  County 

Alexander,  William  Steve 
Allen,  James  D. 

Angel,  Jeff  D. 

Baker,  J.R. 

Baker,  Robert  V. 

Barnes,  Seth  Michael 
Bates,  Ronald  J. 

Beck,  Dennis 
Beck,  James  F. 

Bess,  Lloyd  G. 

Brown,  Hunter  Lee 
Brown,  Verona  T. 
Cummins,  Thomas 
Davidson,  Andy 
Davidson,  Dennis  O. 
Goodin,  William  H.  Jr. 
Hays,  Sarah  F. 

Jeffrey,  Jay  R. 

Johnson,  Deborah  A. 
Jones,  Edward  J. 

Jones,  Edward  T. 

Joseph,  Aubrey  S. 

Ketz,  Wesley  J. 

Lambert,  John  S. 

Lowery,  Ronald 
Lytle,  Jim  E. 

McClain,  Charles  M.  Jr. 
Melton,  Clinton  G. 
Montgomery,  F.  Renee 
Moody,  Lackey  G. 

Moody,  Melody 
Neaville,  Gregory 
O’Brien,  Marcus  D. 
Piediscalzi,  Nicholas 
Posey,  David  L. 

Scott,  John  G. 

Shields,  Mary  Catherine 
Simpson,  Ronald 
Slaughter,  Boh  L. 

Smith,  Charles 
Sutterfield,  Terry  F. 

Taylor,  Chaney  W. 


Taylor,  Charles  A. 
Thrasher,  James  R. 

Van  Grouw,  Richard 
Waldrip,  William  J.  Ill 
Walton,  Robert  B. 
Webster,  Russell  P. 
Williams,  Robin  C. 

Jackson  County 

Ashley,  John  D.  Jr. 
Chauhan,  Mufiz  A. 
Dudley,  Guilford  M.  Ill 
Falwell,  K.  Wade 
Frankum,  Jerry  M.  Jr. 
Green,  Roger  L. 
Hergenroeder,  Paul  J. 
Hunt,  Randall  Evan 
Jackson,  Jabez  Fenton  Jr. 
Jones,  Karen  Dee 
J unkin,  A.  Bruce 
Poon,  Hon  K. 

Reynolds,  Roland  C. 
Snodgrass,  Phillip  A. 

Jefferson  County 

Alexander,  Lester  T. 
Ancalmo,  Nelson 
Anderson,  Charles  W. 
Armstrong,  Simmie  Jr. 
Atiq,  Omar  T. 

Atkinson,  Robbie 
Atnip,  Gwyn 
Attwood,  H.  M. 

Bell,  Carl  H.  Jr. 
Bigongiari,  Lawrence  R. 
Bitzer,  Lon 
Blackwell,  Banks  # 
Bracy,  Calvin  M. 

Brooks,  R.  Teryl  Jr. 
Broughton,  Stephen  A. 
Buckley,  J.  Wayne 
Buckner,  Amy 
Busby,  John 
Campbell,  James  C.  Jr. 
Carlton,  Irvin  L. 

Cash,  J.  Steven 
Clark,  Charles  A. 
Crenshaw,  John 
Davis,  Charles  M. 

Davis,  Kurt  G. 

Davis,  Paul  W. 

Dedman,  John  D. 
Deneke,  William 
Dharamsey,  Shabbir  A. 
Duckworth,  Thomas  S. 
Dunaway,  Joseph  D. 
Fendley,  Ann  E. 

Fendley,  Herbert  F. 


Flowers,  Martha  A. 
Forestiere,  Lee  A. 
Freeman,  Tijuana  L. 
Frigon,  Jacquelyn  S. 
Gardner,  Dan  R. 

Garner,  Kimberly 
Green,  Horace  L. 

Gullett,  Robert  R.  Jr. 
Harvey,  Jerry  L. 

Holaday,  Lisa  M. 

Hughes,  L.  Milton 
Hussain,  Shafqat 
Hutchison,  E.  L. 

Hyman,  Carl  E. 

Irwin,  Raymond  A.  Jr. 
Jacks,  David  C. 

Jacks,  Dennis 
James,  William  J. 

Jenkins,  Bobby 
Jenkins,  Mary  Ellen 
Johnson,  Horace 
Jones,  James  III 
Jurkovich,  David  F. 

Justiss,  Richard  D. 
Langston,  Lloyd  G. 

Ligon,  Ralph  E. 

Lim,  William  N. 

Lindsey,  James  A. 

Lum,  Don 
Lupo,  David  A. 

Lytle,  John  O. 

Mahry,  Charles  D. 

Malik,  Shamim  A. 

Marcus,  Herschel 
Masood,  Syed  Kamil 
McDonald,  Robert  L. 
Meredith,  William  R. 
Miller,  Donald  L. 

Miller,  Joseph  Emile 
Milligan,  Monte  C. 
Mohiuddin,  Mohammed  J. 
Morris,  Gerald  C. 

Newan,  Michael 
Nixon,  David  T. 

Nixon,  William  R. 
Nuckolls,  J.  William 
Pearce,  Malcolm  B. 

Pierce,  J.  R.  Jr. 

Pierce,  Reid 
Pierce,  Ruston  Y. 

Pollard,  J.  Alan 
Quimosing,  Estelita  M. 
Redman,  Anna  T. 

Reid,  Lloyene  B. 

Roaf,  Sterling  A. 
Roherson,  George  V.  Jr. 
Rohinson,  Paul  F. 

Rogers,  Henry  L. 


Ross,  Robert  L. 

Samuel,  Ferdinand  K. 
Shorts,  Stephen  D. 
Shrum,  Kelly 
Simmons,  Calvin  R. 
Simpson,  P.  B.  Jr. 

Smith,  Paul  L. 

Stark,  James 
Stern,  Howard  S. 
Sullenberger,  A.  G. 
Tejada,  Ruben 
Townsend,  Thomas  E. 
Tracy,  C.  Clyde 
Trice,  James 
Ulep,  Benjamin  T. 
Walajahi,  Fawad  H. 
Washington,  Erma 
Wilkins,  Walter  J.  Jr.  # 
Wineland,  Herbert  L. 
Worrell,  Aubrey  M.  Jr. 
Wright,  Steven  H. 

Johnson  County 

Goodman,  James  David 
Kuykendall,  Scott 
McKelvey,  Richard 
Pennington,  Donald  H. 
Shrigley,  Guy  P.  # 

Lafayette  County 

Harbin,  Bradley 
Lee,  Willie  J. 

Lawrence  County 

Davidson,  Charles  D. 
Hughes,  Joe  E. 

Joseph,  Ralph  F. 

Lancaster,  Shawn 
Lancaster,  Ted  S. 
Quevillon,  Robert  D. 
Spades,  Sebastian  A.  Ill 

Lee  County 

Balke,  Susan  W. 

Gray,  Dwight  W. 

Ly,  Duong  N. 

Waddy,  Leon  Jr. 

Little  River  County 

Covert,  George  K. 

Kile,  H.  Lawson  Jr. 
Kleinschmidt,  Kevin  C. 
Peacock,  Norman  W.  Jr.  # 
Vorhease,  James  W. 

Logan  County 

Ahmed,  Sahibzada 
Alexander,  Eugene 
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Borklund,  Maurice  K. 
Buckley,  Douglas  A. 

Daniel,  William  R. 

Enns,  Wayne  P. 

Harbison,  James  D. 

Richey,  Jason  D. 

Lonoke  County 

Abrams,  Joe  A. 

Anderson,  Leslie 
Braswell,  Thomas 
Holmes,  Byron  E. 

Inman,  Fred  C.  Jr. 

Merritt,  James  M. 

Paslidis,  Nick  J. 

Rochelle,  Joe 
Schumann,  Gerald  M. 
Shurley,  Floyd  Jr. 

Wilcox,  Linda  G. 

Miller  County 

Alkire,  Carey 
Andrews,  A.  E.  Jr. 

Barnes,  Walter  C.  Jr. 
Blankenship,  D.  Michael 
Burns,  Billy  R. 

Campanini,  D.  Scott 
Carlisle,  David  L. 

DeHaan,  Jeffrey  T. 

Dildy,  Edwin  V.  Jr. 

Ditsch,  Craig  E. 

Dodd,  N.  Leland 
Dodge,  John  M. 

Duncan,  Donald  L. 

Ford,  John  Suffern 

Franks,  Hayden 

Gabbie,  Mark 

Graham,  John 

Green,  R.  Clark 

Griffin,  Nancy 

Hillis,  Thomas  M. 

Hollingsworth,  Charles  E.  II 

Hughes,  A.  Keith 

Jean,  Alan  B. 

Jones,  John  W. 

Joyce,  F.  E. 

Kittrell,  James 
Knowles,  Stanley  C. 

Loe,  Arlis  W. 

McGinnis,  Robert  S.  Sr. 
Morris,  Howard 
Norris,  John  A. 

O’Banion,  Dennis 
Peebles,  Larry  M. 

Robbins,  Joseph 
Robertson,  William  J. 
Rountree,  Glen  A. 

Royal,  Jack  L. 


Sarrett,  James 
Schmidt,  Howard 
Shipp,  G.  Carl 
Smith,  Arnett  D.  Jr. 
Smith,  Christopher  T. 
Smolarz,  Gregory  J . 
Solomon,  J.  Alan 
Somerville,  Patrick  J. 
Spence,  Shanna 
Stringfellow,  Jerry  B. 
Stussy,  Shawn 
Thomas,  Jeffory 
Tompkins,  William  Jr. 
Tyler,  Richard  L. 
Vereen,  Lowell  E. 
Wade,  Billy 
Wilhelm,  Frieda 
Wren,  Herbert  B. 
Wright,  Nathan  L. 
Yarbrough,  Charles  P. 
Young,  Mitchell 

Mississippi  County 

Abraham,  Anes  Wiley 
Abramson,  Lawrence 
Anderson,  Laurie  Jean 
Bell,  Mary  C. 
Biggerstaff,  Jerry 
Brock,  Charles  C.  Jr. 
Butler,  Judith  Arlene 
Cullom,  Sumner  R. 
Fairley,  Eldon 
Fergus,  R.  Scott 
Hester,  Karen  Calaway 
Hester,  Richard 
Hubener,  Louis  F. 
Hudson,  James  H. 
Husted,  G.  Scott 
Jones,  Herbert 
Jones,  Joe  V. 

Lin,  Ching-Shan 
LoCascio,  Paul  A. 
Marcus,  Trent  Wright 
Osborne,  Merrill  J. 
Pollock,  George  D. 
Rhodes,  Joseph 
Rodman,  T.  N. 

Russell,  James  D. 
Shahriari,  Sia 
Shaneyfelt,  E.  A. 
Smith,  Ronald  D. 
White,  John  Stephen 
Williams,  John  S. 

Monroe  County 

Campos,  Amador 
Collins,  Linda 
David,  Neylon  C.  Jr. 


Pham,  Dac  Tat 
Pupsta,  Benedict  F. 

Stone,  Herd  E.  Jr. 

Walker,  Walter  L. 

Ouachita  County 

Abbott,  Judy 
Blagdon,  Donald  G. 

Braden,  Lawrence  F. 
Brunson,  Milton 
Crump,  Mark  R. 

Daniel,  William  A. 

Dedman,  William  D. 

Floss,  Robert 
Fohn,  Charles  H. 

Guthrie,  James 
Hartman,  Raymond  P. 

Hout,  Judson  N. 

Jameson,  John  B.  Jr. 

Kelly,  Patricia 
Kendall,  Jerry  R. 

Martin,  Dan 
McFarland,  Gale 
Mosley,  David 
Nunnally,  Robert  H. 
Ozment,  L.  V. 

Sanders,  Cal  R. 

Shrestha,  Bal  Narayan 
Thorne,  Arthur  E. 

Phillips  County 

Athota,  Prasad  J. 

Barrow,  John  H.  Jr. 

Bell,  L.  J.  Patrick 
Bell,  L.J.  Patrick  II 
Berger,  Alfred  A. 

Epstein,  S.  Mitchell 
Faulkner,  Henry  N. 
Frederick,  William  Ronald 
Hall,  Scott 

McCarty,  Charles  P.  # 
McCarty,  Gordon  E.  Jr. 
McDaniel,  Marion  A. 

Miller,  Robert  D.  Jr. 

Paine,  William  T. 

Patton,  Francis  M. 
Rangaswami,  Bharathi 
Rangaswami,  Narayanaswami 
Tukivakala,  P.  Reddy 
Vasudevan,  Kanaka 
Vasudevan,  P. 

Webber,  David  L. 

Winston,  William  II 
Wise,  James  E.  Jr. 

Polk  County 

Beckel,  Ron  Jr. 

Cappello,  Nicholas  A. 


Coutts,  William  II 
Finck,  John  Henry 
Fried,  David  D. 

Lochala,  Richard 
Mesko,  John  D. 

Perry,  Karen  A. 

Sosa,  Humberto  J. 

Tinnesz,  Thomas 
Wilson,  Timothy  # 

Wood,  John  P. 

Pope  County 

Allison,  Russell 
Ashcraft,  Ted 
Austin,  Nathan 
Bachman,  David  S. 

Barron,  William  G. 

Barton,  A.  Dale 
Battles,  Larry  D. 

Beavers,  H.  Kevin 
Bell,  Michael 
Bell,  Robert  A. 

Berner,  Dennis  W. 

Birum,  Patricia  J. 

Bradley,  Stanley  C. 

Brown,  Charles  H. 

Brown,  William  Bruce 
Burgess,  James  G. 
Callaway,  Jody  C. 

Carter,  James  M. 

Cloud,  Joe  A. 

Crouch,  James  Jr. 
Crumpler,  Joe  B.  Jr. 
Cunningham,  James  A. 
Duffield,  Robin  P. 

Dunn,  Donald  L. 

Ewing,  Donald  C. 

Ezell,  Gerry  D. 

Ferris,  Craig  A. 

Galloway,  William  W. 
Gately,  Stanley 
Haines,  Lynn 
Hale,  Jeffrey 
Harden,  V.  Anthony 
Harrison,  Rick 
Helms,  William 
Henderson,  Vickie  L. 
Hendren,  Mike 
Hill,  Donald  F. 

Hines,  Cynthia  C. 
Honghiran,  Ted 
Hubach,  Cindy 
Kerin,  Douglas 
Khan,  Gul  Rukh 
Khan,  Muhammad  A. 
Killingsworth,  Stephen  M. 
King,  John  W. 

King,  W.  Ernest  Jr. 
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Kolb,  James  M.  Jr. 

Kriesel,  Ben  J. 

Lawrence,  Frank  M. 

Lee,  John  R. 

Lovell,  Richard  K.  Sr. 
Lowrey,  Douglas  H. 
Lowther,  Laura  Marie 
Massey,  V.  Rudolph 
Mauch,  E.  Jane 
May,  Robert  H.  Jr. 
McCraw,  Barry  W. 

Meyer,  Kelly  H. 

Monfee,  Andrew  M. 
Murphy,  David  S. 

Myers,  Gary  Dean 
Myers,  J.  Mark 
New,  Kenneth  O. 
Pilkington,  Neylon  S. 
Price,  Kevin  S. 

Price,  Larry 
Richison,  George  C. 
Riddell,  C.  Michael 
Riley,  Don  C. 

Soto,  Sergio  F. 

Stolz,  Gerald  A.  Jr. 

Tap  ley,  Thomas  S. 

Teeter,  Stanley  D. 
Thurlby,  W.  Robert 
Turner,  Finley  P.  II 
Turner,  Kenneth  B. 

West,  Boyce  W. 

White,  Ronald 
Wilkins,  Charles  F.  Jr. 
Williams,  David  M. 
Williams,  Thomas  C. 
Young,  Charles 

Pulaski  County 

Abel,  Lee  C. 

Abraham,  Dana  C. 
Abraham,  James  H.  Ill 
Abraham,  James  H. 
Ackerman,  William  E.  Ill 
Adametz,  James 
Adametz,  John  Sr. 
Adametz,  Kimberly 
Adams,  Christopher 
Adamson,  James 
Alexander,  Albert  S. 
Alford,  T.  Dale 
Allen,  Durward  Jr. 

Allen,  John  E.  Jr. 

Alston,  Phillip 
Aquino,  A1 
Araoz,  Carlos 
Archer,  Robert  L. 
Arrington,  Robert 
Atha,  Timothy  C. 


Atkinson,  Evangelina 
Baber,  John  C. 

Baber,  John  T. 

Backus,  Joe  T. 

Bailey,  FL  A.  Ted  Jr. 
Baker,  Glen  F. 

Baker,  John  W. 

Baker,  Johnson 
Baldwin,  Maxwell  R. 
Baldwin,  Shelly 
Baltz,  Brad  Patrick 
Barber,  Jeffrey 
Barber,  Laurie 
Barclay,  David 
Bard,  David  S. 

Barger,  Denver  L. 
Barlow,  Brian  E. 

Barnes,  C.  Lowry 
Barnes,  Reginald 
Barnes,  Robert  W. 
Barnett,  David 
Barnett,  Troy  F.  # 
Barone,  Gary 
Barron,  Edwin  N.  Jr. 
Barrow,  Robert 
Bartnicke,  Benjamin  J. 
Barton,  Gary 
Baskin,  Barry 
Bates,  Joseph  H. 

Bates,  Ramona  L. 

Bates,  Stephen 
Bauer,  David 
Bauer,  F.  Michael 
Bauer,  Frank  M.  Jr. 
Bauman,  David  C. 
Bayliss,  John  M. 

Beadle,  Beverly 
Bearden,  James  R. 
Beaton,  J.  Neal 
Beau,  Scott 
Beck,  Joseph  II 
Becquet,  Norbert  J. 
Belknap,  Melvin  L. 

Bell,  Rex  H. 

Bennett,  F.  Anthony  Jr. 
Benton,  William 
Berry,  Robert  L. 

Bevans,  David  W.  Jr. 
Bienvenu,  Gregory 
Bienvenu,  Harold  G.  Ill 
Bierle,  Michael 
Billie,  James 
Biondo,  Raymond  V. 
Birkett,  Ian  McRae 
Bishop,  William  B. 
Blackshear,  Jack  L.  Jr. 
Blankenship,  William  F. 
Blasier,  R.  Dale 


Boehm,  Timothy 
Boellner,  Samuel  W. 

Boger,  James  E. 

Boop,  Bradley  Scott 
Boop,  Frederick 
Boop,  Warren  C.  Jr. 

Bost,  Roger  B. 

Bourne,  David  E. 

Bowen,  W.  Scott 
Bower,  Charles  M. 

Boyd,  Charles  M. 
Bradburn,  Curry  B.  Jr. 
Bradford,  J.  David 
Bradley,  Joe  F. 

Brainard,  Jay  O. 

Bressinck,  Renie  E. 

Brewer,  Robert 
Brimberry,  Ronald  K. 
Brineman,  John 
Brinkley,  Roy  A. 

Brizzolara,  A.  J. 

Brizzolara,  John  Paul 
Broach,  R.  Fred 
Broadwater,  John  Ralph  Jr. 
Brown,  Michael 
Brown,  Pamela  S. 

Brown,  Randel 
Brown,  Steven  L. 
Browning,  Donald  G. 
Browning,  Stanley  K. 
Bruce,  Thomas  A. 

Bryan,  James  W.  IV 
Buchanan,  Francis  R. 
Buchanan,  Gilbert  A. 
Buchman,  Joseph  K. 
Bucolo,  Anthony  P. 
Buford,  Joe  L. 

Burba,  Alonzo  R. 

Burger,  Robert  A. 

Burks,  Karen 
Burnett,  Hugh  F. 

Burrow,  Dennis  R. 

Byrum,  Jerry 
Calcote,  Robert  A. 
Calderon,  Vincent  Jr. 
Caldwell,  Charles  R. 
Calhoon,  J.  Dale 
Calhoun,  Joseph  D. 
Calhoun,  Richard  A. 
Campbell,  Gilbert  S. 
Campbell,  James  W. 
Caplinger,  Kelsy  J.  Ill 
Carfagno,  Jeffrey 
Carle,  Scott  W. 

Carson,  Layne  E. 

Carter,  Jerry  L. 

Carttar,  Charles 
Caruthers,  Carol 


Caruthers,  Samuel  B.  Jr. 
Casali,  Robert  E. 

Cash,  Darlene 
Casper,  Robert  B. 
Casteel,  Helen 
Cate,  Chris  M. 

Cathey,  Janet 
Cathey,  Steven 
Chai,  Sandra 
Chakales,  Harold  H. 
Chandler,  Billy  M. 
Chandler,  Kay  H. 
Chappell,  Carol  W. 
Cheairs,  David  B. 
Cheairs,  John  T. 
Chisholm,  Dan  P. 
Choate,  Robert  B. 
Christian,  John  D. 
Christy,  George  W. 
Chudy,  Amail 
Church,  Marion  M. 
Church,  Michael 
Clark,  Richard  B. 

Clift,  Steven  A. 

Clifton,  Cliff 
Clinton,  Kimberly  S. 
Clogston,  Charles  W. 
Cobb,  Jock  S. 

Cockrill,  H.  Howard  Jr. 
Cogburn,  Bob  E. 
Colclasure,  Joe  B. 
Collins,  David 
Collins,  Gary  James 
Collins,  Kevin  J. 
Colwell,  Karen  Louise 
Cone,  John 
Cook,  J.  Mitchell 
Cook,  Timothy  R. 
Cooper,  Keith  W. 

Cope,  Michael 
Corbitt,  Mary 
Cornell,  PaulJ. 
Courtney,  Willis  Jr. 
Coussens,  David  M. 
Covey,  M.  Carl  Jr. 
Crawford,  Cary  M. 
Crews,  J.  Travis 
Crocker,  Charles  H. 
Cross,  J.  B. 

Crow,  Joe  W. 

Crow,  R.  Lewis  Jr. 
Darwin,  William  G. 
Daugherty,  Joe  D. 
Daugherty,  John  L. 
David,  Alex 
Davie,  Melanie 
Davila,  David  G. 

Davis,  Glenn  R. 
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Davis,  J.  Lynn 
Davis,  Scott  A. 

Day,  James  A. 

De  Bruyn,  Van  H. 
Dean,  David  M. 

Dean,  David  P. 

Dean,  Gilbert  O. 
Deaton,  C.  William  Jr. 
Deed,  Ashley 
Deer,  Philip  J.  Jr. 

Deer,  Philip  James  III 
Dennis,  James  L. 
DesLauriers,  S.  Killeen 
Dickins,  John  R.  E. 
Dickins,  Robert  D.  Jr. 
Dillard,  Daniel  C. 
Diner,  Bradley 
Dixon,  Keith  A. 

Dodd,  Doyne 
Doncer,  Richard  P. 
Doucet,  Marlon  J. 
Douglas,  Warren  M. 
Downs,  Ralph  A. 
Driskill,  Angela 
Dungan,  William  T. 
Dunnagan,  Steven  A. 
Dwyer,  Gregory  A. 
Eans,  Thomas  L. 

Easter,  Rex  M. 
Edmiston,  Frank  G. 
Eisenach,  R.  Jeffrey 
English,  Jim 
Evans,  Billy 
Evans,  Samuel  C. 
Farmer,  Joseph  F. 
Farque,  Greg  L. 
Fernandez,  Agustin 
Ferris,  Ernest  J. 

Fewell,  Ronald  D. 
Fielder,  Charles  R. 
Finan,  Barre  F. 

Fincher,  Robert  L. 
Fiser,  Martin 
Fiser,  Robert  H.  Jr. 
Fiser,  William  P.  Jr. 
Fitzgerald,  Charles 
Fitzhugh,  A.  Stuart 
Flaming,  Jay 
Fletcher,  Anthony 
Fletcher,  Thomas  M. 
Florez,  James  P. 

Floyd,  Bill  G. 

Ford,  Barry  G. 

Foster,  Gil 
Fraiser,  Lacy  P. 

France,  Gene  L. 

Fraser,  Eric  A. 

Fravel,  Jonathan  F. 


Frazier,  Cynthia 
Frazier,  G.  Thomas 
Freeman,  Diane 
Fuller,  C.  Dale 
Fuller,  C.  James  III 
Fulmer,  John  M. 

Galbraith,  Robert  C. 
Gardner,  Guy  F. 

Garner,  William  L. 

Gettys,  Joseph  M.  Jr. 
Gibbs,  Mark 
Gibson,  Gordon  L. 

Giglia,  Anthony  R.  Ill 
Giles,  Wilbur  M. 

Gillespie,  A.  Tharp 
Gilliam,  David 
Gist,  Charles  C. 

Glenn,  Wayne  B. 

Glover,  Lawson  E.  Jr. 
Glover,  W.  Clyde 
Golden,  William  E. 
Goldsmith,  Geoffrey 
Gosser,  Bob  L. 

Goza,  Gary  R. 

Goza,  George  M.  Jr. 

Grant,  Karen  G. 

Green,  Benny  J. 

Greenway,  C.  Don 
Greenwood,  Denise  R. 
Greer,  G.  Stephen 
Greutter,  John  E.  Jr. 
Griebel,  Jack  A.  Jr. 
Grimes,  H.  Austin 
Guard,  Peggy  K. 
Guggenheim,  Frederick  G. 
Guin,  Jere  D. 

Flagans,  James  III 
Hagler,  James  L. 

Hahn,  Herbert 
Hall,  A.  D. 

Hall,  A.  David 
Hall,  Gregory  S. 

Hall,  R.  Whit 
Hamilton,  George  Jr. 
Hampton,  John  R.  Ill 
Hankins,  Edwin  III 
Hanna,  Ehab 
Harber,  Harley 
Hardberger,  R.  E. 

Hardin,  Robert 
Hardin,  Ronald  D. 

Harger,  C.  Harold 
Hargrove,  Joe  L. 

Harper,  Gary  E. 
Harrendorf,  Cagle 
Harrington,  G.  Scott 
Harrington,  Mariann 
Harris,  Donald  R. 


Harris,  Nita 
Harris,  T.  Stuart 
Harris,  W.  Turner 
Harrison,  A.  Vale 
Harrison,  Roy  E. 

Harrison,  William 
Harshfield,  David  Lee  Jr. 
Hart,  Thomas  M. 

Harter,  Scott 
Hatch,  Allan  B. 

Hathcock,  Stephen  A. 
Hauer-Jensen,  Martin 
Hayden,  William  F. 

Hayes,  J.  Harry  Jr. 

Hayes,  Richard  L. 

Hayes,  Sidney  P. 

Haynes,  W.  Ducote 
Headstream,  James  W. 
Heard,  Adele 

Hearnsberger,  H.  Graves  III 
Hearnsberger,  Henry  G.  Jr. 
Hearnsberger,  John  E. 
Hedges,  Harold  H. 

Hefley,  Bill  F.  Sr. 

Hefley,  William  Jr. 

Henker,  Fred  O.  Ill 
Henry,  C.  Reid  Jr. 

Henry,  D.  Andrew 
Henry,  G.  Michael 
Henry,  G.  Morrison 
Henry,  J.  Charles 
Henry,  J.  Forrest  Jr. 

Henry,  Richard  Y. 

Henry,  W.  Bradley 
Henry,  William  T. 

Henson,  Gregory  N. 
Herron,  Jerry  M. 

Hickey,  Joseph  P. 

Hicks,  David  C. 

Hicks,  David  L. 

Hixson,  Marcia  Lynn 
Hodges,  J.  Timothy 
Hodges,  Steven  C. 
Hoffmann,  Thomas  H. 
Holland,  Jay  D. 

Holloway,  J.  Douglas 
Holt,  Stephen 
Holton,  Jerry  C. 

Hopkins,  Karmen 
Hough,  Aubrey  J.  Jr. 

Houk,  Richard 
Houston,  Samuel 
Howell,  Coburn  S.  Jr. 
Hudec,  Regina 
Hughes,  Ronald  D. 
Hundley,  Randal  F. 

Hurlbut,  Kimberly 
Hutchins,  Laura 


Hutchins,  Steven  W. 
Hutson,  Harold  G. 

Ingram,  Jim 
Ironside,  J.  Brett 
Jackson,  J.  Presley 
Jackson,  Richard  J. 
Jackson,  Thomas  # 

Jansen,  G.  Thomas 
Johns,  Richard  D. 

Johnson,  Anthony  D. 
Johnson,  B.  Richard 
Johnson,  Ben  D. 

Johnson,  Carl 
Johnson,  Clifton  R. 
Johnson,  Dianne  Flowers 
Johnson,  M.  Bruce 
Johnson,  Philip  H. 
Johnston,  Dale  E. 
Johnston,  Kenneth 
Jones,  Gail  Reede 
Jones,  Garry  L. 

Jones,  John  C. 

Jones,  Kathleen  C. 

Jones,  Robert  D. 

Jones,  Roy  Steven 
Jones,  S.  Michael 
Jones,  William  N. 

Jordan,  F.  Richard 
Jordan,  Randy  A. 

Joseph,  Ralph  F.  II 
Joseph,  William  Frank 
Jouett,  W.  Ray 
Joyce,  John  W. 

Junkin,  Ruth  H. 
Kaemmerling,  Raymond  E. 
Kahn,  Alfred  Jr. 

Kane,  James  J. 

Keeran,  Michael  G. 

Keith,  Sharon  C. 

Kellar,  Stanley  L. 

Keller,  Alfred  W. 

Kennedy,  Eleanor  E. 
Kennedy,  H.  Frazier 
Kennedy,  Robert 
Ketcham,  Jeffrey 
Key,  J.  Michael 
Kilgore,  Reed  W. 

King,  Michael  T. 

King,  W.  David 
Kittler,  Fred  J. 

Kizziar,  Jim  C. 

Klimberg,  V.  Suzanne 
Knott,  Patricia  A. 

Knox,  Michael  F. 

Kolb,  Agnes  J. 

Koonce,  Thomas  W. 
Kovaleski,  Thomas  M. 
Kozlowski,  Karen  J. 
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Krulin,  Gregory  S. 
Kuhn,  Ronald 
Kulik,  Steven  A. 
Kumpuris,  Andrew  G. 
Kumpuris,  Dean 
Kumpuris,  Frank  G. 
Kusenberger,  Don  Levi 
Kyle,  Joan  E. 

Kyser,  J.  Floyd 
Laakman,  Robert  W. 
Lambert,  Robert  A. 
Landers,  James  H. 

Lane,  John  W. 

Lang,  Nicholas  R 
Langford,  Timothy 
Lehmberg,  Robert  W. 
Leibovich,  Marvin 
Leithiser,  Richard  Jr. 
Leonard,  Donald  G. 
Leou,  Frank  J. 

Lewis,  Derek 
Lile,  Henry  A. 

Lincoln,  Ben  M. 

Lipke,  Jay  M. 

Loebl,  Edward  C. 
Logan,  Charles  W. 
Love,  Tommy  L.  Jr. 
Lowe,  Betty  A. 

Lu,  Eugene 
Ludwig,  Frank  R. 
Luttrell,  Rex  E. 

Lyons,  Virgle  E.  Jr. 
Mabrey,  William 
Magie,  Stephen  K. 
Magnes,  Scott  A. 
Mallory,  John  A. 
Maloney,  F.  Patrick 
Maners,  Ann 
Markland,  Gary  S. 
Marks,  Stephen  R. 
Marotti,  A.  Scott 
Martin,  Kenneth  A. 
Marvin,  Peter 
Mason,  J.  Zachary 
Mason,  William  L. 
Massey,  Deborah  A. 
Matthews,  Joseph  W. 
McCarthy,  Richard  E. 
McCasland,  Leslie  D. 
McConnell,  John  D. 
McCoy,  Julia  M. 
McCracken,  Gail  Ann 
McCracken,  John 
McCrary,  George  A. 
McDonald,  James  E. 
McDonald,  Judy 
McGhee,  Judith  E. 
McGhee,  Michael  A. 


McGowan,  Robert  Jr. 
McGrew,  Robert  N. 
McKelvey,  K.  David 
McKnight,  C.  Allen 
McLaughlin,  Shannon 
McLeane,  Mark 
McNair,  James  R. 

McNee,  Valerie 
Meacham,  Donald  F. 
Meador,  Annette  Parker 
Meadors,  Carol 
Meadors,  Frederick 
Meadors,  John 
Medlock,  Rickey  D. 

Mego,  David  Michael 
Mellor,  Roy  II 
Mendelsohn,  Lawrence  A. 
Metrailer,  James  A. 
Meziere,  Tom 
Miles,  David  A. 

Miller,  Forrest  B.  Jr. 

Miller,  Raymond  P.  Sr. 
Milner,  E.  L. 

Mitchell,  George  K. 
Mizell,  Philip 
Mizell,  Walter  S. 

Moffett,  T.  Robert  Jr. 
Money,  Wandal  D. 
Montanez,  Josue 
Mooney,  Donald  K. 
Moore,  Burton  A. 

Moore,  J.  Malcolm  Jr. 
Moore,  Michael 
Moore,  Rex  N. 

Moore,  Robert  B. 

Moore,  Thomas  C. 

Morris,  Barbara 
Morris,  W.  Dale 
Morrison,  Debra  F. 

Morse,  James  C. 

Morton,  William  J. 
Mulhollan,  James  S. 
Murphy,  Bruce 
Murphy,  James  E.  Jr. 
Murphy,  Jeanne 
Murphy,  Randolph 
Murphy,  Robert 
Murphy,  Tena 
Nagel,  Fred  G. 

Nair,  Balan  A. 
Napolitano,  Charles  A. 
Nash,  John  C. 

Nelson,  AlvahJ.  Ill 
Nelson,  Carl  L. 

Nestrud,  Richard  M. 
Newbern,  D.  Gordon 
Newsum,  Jon  Kirby 
Newton,  Fred  E. 


Nguyen,  Duong 
Nichols,  Sandra  D. 

Nix,  Richard  A. 

Nokes,  Steven 
Norton,  George  A. 
Norton,  Joseph  A. 
Nowlin,  James  Bill 
Nugent,  Richard 
Oates,  Gordon  P.  # 
Oddson,  Terrence  A. 
Oglesby,  Walter  R. 

Osam,  Patrick  N. 

Osteen,  Paul 
Overacre,  Robert 
Owen,  Richard  Jr. 
Owings,  Richard 
Padberg,  Frank  T. 
Paddock,  George 
Padilla,  Fernando 
Pappas,  James  J. 

Parham,  David  M. 

Parker,  J . Mayne 
Parkhurst,  James 
Parmley,  Tim 
Parnell,  Clifton  L.  Ill 
Pastor,  Randy 
Patrick,  Larry  L. 

Paulus,  Thomas  E. 
Pearce,  Charles  E. 

Peek,  Richard 
Peeples,  R.  Earl 
Peters,  John  E. 

Peters,  Phillip  J. 

Petrus,  Gary  M. 
Petursson,  Gissur  J. 
Pevahouse,  Joe 
Phillips,  Charles  E. 
Phillips,  Hannah 
Pierce,  William 
Pike,  John  D. 

Pledger,  Norman  R. 
Pollard,  Arlee  E. 

Pollock,  Michael  Marion 
Pope,  Christopher  H. 
Pope,  Norton  A. 

Porter,  Robert  Jr. 

Potts,  Jerry  L. 

Power,  Robert  C. 

Prather,  Jerry  L. 

Price,  John  G. 

Pringos,  Andrew  A. 
Pruitt,  Tad 
Pyle,  Hoyte  R.  Jr. 

Quinn,  Brian  D. 

Ransom,  John  M. 

Rapp,  Richard  J. 

Raque,  Carl  J. 

Ray,  V.  Gail 


Rector,  Nancy  F. 

Redding,  Allen  H. 

Reding,  David  L. 

Redman,  John  F. 

Reed,  Ewing  C.  Jr. 

Reese,  William  G. 

Reid,  Gene  W. 

Remmel,  Raymond 
Rice,  James  Curtis 
Rice,  Robert  L. 

Riddle,  John  F.  Jr. 

Riley,  William  H. 

Ritchie,  Robert  Ross 
Robbins,  Kenneth 
Roberson,  Michael  C. 
Roberts,  Kevin 
Rodgers,  C.  Dudley 
Rodgers,  Charles  H. 
Rooney,  Thomas  P. 
Rosenbaum,  Carl  A. 

Ross,  Ashley  Sloan 
Ross,  Cynthia 
Ross,  S.  William 
Rounsaville,  Harry  L. 
Ruddell,  Deanna  N. 
Ruggles,  Dwayne  L. 

Russell,  Anthony  E. 

Ryals,  Rickey  O. 

Saer,  Edward  H.  Ill 
Safman,  Bruce  L. 

Sanders,  Kelli  Keene 
Santoro,  Ian  H. 

Satre,  Richard  W. 

Sauer,  Curtis 

Schlesinger,  Scott  Michael 
Schock,  Charles  C. 

Schratz,  Bruce  E. 

Schroeder,  George  T. 
Schultz,  John  C. 
Schwander,  L.  Howard 
Schwankhaus,  John  D. 
Scott,  Jane  F. 

Scruggs,  Jan  W. 

Searcy,  Robert  M. 
Seguin-Calderon,  Rosa  Elia 
Seibert,  Joanna  J. 

Seibert,  Robert 
Selakovich,  Walter  G. 
Sessions,  Louis  II 
Shewmake,  Kristopher  B. 
Shields,  Eddie 
Shock,  John  P. 

Short,  Harold  K. 

Shotts,  Joseph 
Shuffield,  James 
Silvoso,  Gerald  R. 

Silzer,  Robert  R. 

Simmons,  Debra  Lynn 
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Simmons,  Orman  W. 
Simpson,  Steve 
Sims,  James  M. 

Singer,  Peter 
Singleton,  L.  Gene 
Sipes,  Frank  M. 

Sitarik,  Kathleen 
Skokos,  C.  Kemp 
Slater,  John  G.  Jr. 
Slaven,  John  E. 

Slayden,  John  E. 

Sloan,  Eugene  E. 

Sloan,  Fay  M. 

Smart,  Douglas  F. 

Smelz,  Johnny 
Smith,  Aubrey  C. 

Smith,  Charles  W. 
Smith,  David  E. 

Smith,  Douglas  B. 

Smith,  G.  Richard  Jr. 
Smith,  J.  Tom 
Smith,  James  L. 

Smith,  Purcell  Jr. 

Smith,  Thomas  J. 

Smith,  Thomas  W. 
Smith,  Vestal  B.  Jr. 
Snyder,  Victor  F. 

Somers,  A.  Jack 
Sorrells,  R.  Barry 
Sotomora,  Ricardo  F. 
Squire,  Arthur  E.  Jr. 

St  Amour,  Thomas  E. 
Stallings,  James  Walt 
Stanley,  Joe  P. 

Stanley,  Robert 
Stephens,  Wanda 
Stern,  Scott  J. 

Sternberg,  Jack  J. 
Stewart,  Bobby  Ray 
Stewart,  Daryl 
Stewart,  Marguerite  R. 
Stewart,  Tracy  D. 
Stinnett,  Thomas 
Stokes,  B.  Douglas 
Storeygard,  Alan  R. 
Stotts,  John  R. 

Stout,  Kimber 
Strauss,  Mark  A. 

Stringer,  Warren 
Strode,  Steven  W. 
Stroope,  George  F. 
Studdard,  James  D. 
Sturdivant,  Stephen 
Suen,  James 
Sulieman,  J.  Samir 
Sullivan,  Charles  D. 
Sullivan,  Jan  R. 
Sundermann,  Richard  H. 


Suphan,  Neema  A. 
Talbert,  Gary  Eugene 
Talbert,  Michael  L. 
Tamas,  David  E. 

Tanner,  James  A. 
Taylor,  David  R. 

Taylor,  Eugene  H. 
Taylor,  Ken  M. 

Taylor,  Martin  A. 
Tedford,  John  G. 

Tharp,  John  G. 
Thomas,  A.  Flenry 
Thomas,  Peter  O. 
Thomason,  Steven  L. 
Thompson,  S.  Berry  Jr. 
Thorn,  G.  Max 
Tilley,  Steve 
Tolleson,  Claudia 
To  whin,  Eugene  J. 
Tracy,  Phillip  A. 
Tranum,  Bill  L. 

Trigg,  Laura 
Tseng,  Jyi'Ming 
Tucker,  R.  Stephen 
Tucker,  W.  Everett 
Valentine,  Robert  G.  Jr. 
Van  Zandt,  Janelle 
Vaughter,  W.  Roger  # 
Velez,  Duane 
Vinsant,  Kurtis 
Vogel,  Robert  G. 

Wade,  William  I.  Jr. 
Wagoner,  Jack 
Walker,  Lee 
Walker,  Ronald 
Walt,  James  R. 

Waner,  Milton 
Ward,  Harry  P. 

Ward,  Joseph  P. 

Ward,  Thomas 
Watkins,  Charles  J. 
Watkins,  John  Jr. 
Watkins,  John  G.  Ill 
Watkins,  Julia 
Watkins,  Larry  S. 
Watson,  Charles 
Watson,  Daniel  W. 
Watson,  Vye  B. 

Weber,  Edward  R. 
Weber,  Michael 
Weiss,  David  W. 

Weiss,  Gerald  N. 
Welch,  Samuel  Bradley 
Wellons,  James  A.  Jr. 
Wende,  Raymond  A. 
Wenger,  Carl  E. 

West,  Joseph 
Westbrook,  Kent  C. 


Westbrook,  September 
Westerfield,  Frank  M.  Jr. 
Westerfield,  Robert 
Wilkes,  Elbert  H. 
Wilkes,  T.  David  I. 
Williams,  Alonzo  D. 
Williams,  C.  David 
Williams,  G.  Doyne  Jr. 
Williams,  Paul  E. 
Williams,  Ronald  N. 
Williamson,  Adrian  III 
Wills,  Pamela 
Wilson,  Elaine 
Wilson,  Frances  C. 
Wilson,  Frank  J.  Jr. 
Wilson,  I.  Dodd 
Wilson,  James  W. 
Wilson,  John  L. 
Wolverton,  John 
Workman,  W.  Wayne 
Worley,  Linda 
Wortham,  Thomas  H. 
Wyatt,  Richard  A. 
Wylie,  Paul 
Yamauchi,  Terry 
Yeager-Bock,  Angy 
Yee,  Suzanne 
Yocum,  John 
Young,  Douglas  E. 
Young,  Evelyn 
Zelnick,  Paul 
Ziller,  Stephen  A.  Ill 

Randolph  County 

Baltz,  Albert  L. 

Barre,  Hal  S. 

DeClerk,  Thomas 
Guntharp,  George 
Holt,  Danny  B. 

Jansen,  Andrew  J.  Ill 
Smith,  Norman  K. 
Troxel,  Roger 

Saline  County 

Albey,  Mark 
Baber,  Quin  M. 

Baka,  John  V. 

Beard,  Michael  R. 
Bethel,  James 
Boyle,  Ronald  H. 
Brashears,  Clay 
Burton,  Charles  R. 
Caldwell,  David  L. 
Cartaya,  Daniel  I. 

Cash,  Ralph  D. 

Cathcart,  Evelyn 
Chaffin,  Raines 
Coker,  S.  Dale 


Cooper,  James  B. 

Council,  Robert  A.  Jr. 
Dixon,  Jerry  W. 

Dockery,  Melissa 
Duncan,  J.  Shelby 
Eaton,  James  M. 

Enderlin,  Annette 
Harper,  Donald 
Higginbotham,  Michael 
Hill,  Edward  B. 

Hill,  Howell  V. 

Hogue,  F.  Paul 
Kirk,  Marvin  N.  Jr. 
Martindale,  J.  L. 

Martindale,  Mark  A. 
McGarry,  Patricia  G. 

Quade,  Deborah 
Ramsay,  Rex  C.  Jr. 

Schally,  Gordon  R. 

Schmidt,  Michael  J. 

Steele,  William  L. 

Sudderth,  Brian  F. 

Taggart,  Sam  D. 

Thibault,  Frank  G.  Jr. 
Thomas,  Bill  R. 

Thorn,  Harvey  Bell  Jr. 

Tilley,  Roger  L. 

Ulmer,  Stacy  L. 

Vice,  Mark 
Viner,  Donald  L. 

Wagner,  Taylor 
Watson,  Kirk  D. 

Wilson,  R.  Sloan 
Wright,  John  D. 

Sebastian  County 

Acklin,  Jimmy  D. 

Aclin,  Richard  R. 
Al-Ghussain,  Emad  A.M.M. 
Albers,  David  G. 

Alberty,  Joe 
Anderson,  Paul 
Armstrong,  Sinclair  Jr. 
Asbury,  Dale  W. 

Atkins,  Jimmie  G. 

Axelsen,  Nils  K. 

Bailey,  Charles  W. 

Baker,  Max  A. 

Balsara,  Zubin 
Barnes,  L.  Ford 
Barr,  Marilyn 
Barry,  James  Jr. 

Basinger,  Norma  Smith 
Beachy,  Allen  L. 
Beene-Lowder,  Hannah  L. 
Berryhill,  Richard  E. 
Berumen,  Mike 
Bise,  Roger  N. 
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Bodiford,  Gary  L. 

Bordeaux,  Ronald  A. 

Bouton,  Michael  S. 

Bradford,  A.  C. 

Brown,  Byron  L. 

Brown,  James  A. 

Brown,  Richard 
Buie,  James  H. 

Builteman,  James 
Burks,  Deland 
Busby,  J.  David 
Cain,  Martin 
Callaway,  Michael 
Carson,  Randall  L. 

Cassady,  Calvin  R. 

Chalfant,  Charles 
Chapman,  Robert  K. 

Chester,  Robert  L. 

Cheyne,  Thomas 
Christopher-HarmonTamela 
Coffman,  Edwin  L. 

Coffman,  John  L. 

Coleman,  Michael  D. 

Craft,  Charles 
Crow,  Neil  E.  Jr. 

Culp,  William  C. 

Davenport,  O.  Leo 
De  La  Rosa,  Raymond  E. 
Deaton,  John  M. 

Deneke,  James  S. 

Diment,  David  D. 

Dorzab,  Joe  H. 

Drolshagen,  Leo  F.  Ill 
Dudding,  William  F. 

Eckes,  Anne  Michelle 
Edwards,  Gary 
Ellis,  Homer  G. 

Ennen,  Randy 
Farris,  Paul  E. 

Feder,  Frederick  P.  Jr. 

Feezell,  Randall  E. 

Feild,  T.  A.  Ill 
Felker,  Gary  V. 

Ferrell,  Jeffrey 
Fisher,  Robert  D. 

Flanagan,  A.  Dean 
Fleck,  Randolph  Peter 
Fleck,  Rebecca 
Flippin,  Tony  A. 

Floyd,  Charles  H. 

Francis,  Darryl  R.  II 
Gardner,  Kenneth 
Gast,  Kristie  L. 

Gedosh,  Edgar  A. 

Gill,  James  A. 

Gills,  Edward  Larry 
Girkin,  R.  Gene 
Glover,  D.  Bruce 


Gold,  Adam 
Goodman,  R.  Cole  Jr. 
Goodman,  Raymond  C.  Sr. 
Griggs,  William  L.  Ill 
Gwartney,  Michael  P. 
Hanley,  Larry  L. 

Haraway,  Stuart  D. 
Harrison,  Lonnie  Eugene 
Hendrickson,  Jon 
Henry,  James 
Herren,  Adrian  L. 

Hewett,  Archie  L. 
Hoffman,  John  D. 

Hoge,  Marlin  B. 

Holmes,  Williams  C.  Jr. 
Hornberger,  Evans  Z.  Jr. 
Howell,  James  T. 

Howell,  Paul  K.  Jr. 

Hughes,  Robert  P.  Jr. 
Hunton,  David  W. 
Huskison,  William  T. 
Ibrahim,  Manar  S.A. 
Ihmeidan,  Ismail  H. 
Ingram,  Ralph  N. 

Irwin,  Peter  J. 

J aggers,  Robert 
Janes,  Robert  H.  Jr. 
Johnson,  Arthur  M. 

Jones,  Greg  T. 

Kannout,  Fareed 
Kareus,  John  L. 

Kelly,  James  E.  Ill 
Kelly,  Thomas  C. 

Kelsey,  J.  F. 

Keyashian,  Mohsen 
Kientz,  John  Jr. 
Klopfenstein,  Keith 
Knox,  Robert 
Kocher,  David  B. 

Koenig,  Albert  S.  Jr. 
Kradel,  R.  Paul 
Kramer,  Ralph  G. 

Kutait,  Kemal  E. 

Kyle,  W.  Lamar 
Lambiotte,  Louis  O. 
Landherr,  Edwin 
Landrum,  Samuel  E. 

Lane,  Charles  S.  Jr. 
Lenington,  Jerry  O. 

Lewis,  George  L. 

Lilly,  Ken  E. 

Lilly,  Kenneth  E.  Jr. 

Little,  Charles 
Lockwood,  Frank  M. 

Long,  James  W. 

Loyd,  Gregory  M. 
MacDade,  Albert  D. 
Magness,  Jack  L.  Jr. 


Manus,  Stephen  C. 
Marsh,  Michael  A. 
Martimbeau,  Claude 
Martin,  Art  B. 

Martin,  Maurice 
Masri,  Hassan  M. 
Maxey,  H.  Craig 
McCarty,  Joseph 
McClain,  Merle 
McClanahan,  J.  David 
McEwen,  Stanley  R. 
McMinimy,  Donald 
Miller,  Robert  C. 
Miller,  Robert  M. 
Mings,  Harold  H. 
Moore,  Trudy  J. 
MooreTarrell,  Laura 
Mosley,  Myra  C. 
Moulton,  Everett  C.  Jr. 
Mumme,  Marvin  E. 
Musick,  Stanley  C. 
Muylaert,  Michel 
Nassri,  Louay  K. 
Nelson,  Steve  B. 
Nichols,  David  R. 
Nolewajka,  Andre  J. 
O’Bryan,  Robert  K. 
Olson,  John  D. 

Paris,  Charles  H. 
Parker,  Joel  E.  Jr. 
Parker,  Thomas  G. 
Pearce,  Larry  W. 

Pence,  Eldon  D.  Jr. 
Pham,  Thuylinh  H. 
Phillips,  Don 
Phillips,  Kevin  Clark 
Phillips,  Sumer 
Pillstrom,  Lawrence  G. 
Poe,  McDonald  Jr. 
Poole,  M.  Louis 
Post,  James  M. 

Prewitt,  Taylor  A. 
Price,  Claire 
Price,  Lawrence  C. 
Rahideau,  Dana  P. 
Raby,  Paul  L. 
Raymond,  Thomas  H. 
Rivera,  Ernesto 
Robinson,  Ronald  P. 
Romero,  Alfred  T. 
Russell,  Debra 
Russell,  Rex  D. 
Sanders,  Robert  E. 
Sanders,  Robert  V.  III. 
Saviers,  Boyd  M. 
Schemel,  William  H. 
Schkade,  Paul  A. 
Schwarz,  Julio 


Schwarz,  Paul  R. 
Seffense,  Stephen  J. 
Seiter,  Kenneth 
Sherrill,  William  M.  Jr. 
Short,  Bradley  Mark 
Smith,  Gerald  P. 

Smith,  Kent 
Smith,  Terrald  J. 

Snider,  James  R. 

Stewart,  Jerry  R. 

Stewart,  John  B. 
Stillwell,  Mark 
Studt,  James 
Swicegood,  John  R. 

Taft,  Eileen 
Taft,  Eric 
Teeter,  Mark 
Thompson,  Robert  J. 
Turner,  William  F. 

Van  Asche,  Christopher 
Vanderpool,  Roy  E. 
Vernon,  Rowland  P.  J r. 
Waack,  Timothy 
Wahman,  Gerald  E. 
Wallace,  Kenneth  K. 
Webb,  William  K. 
Weisse,  John  J. 

Wells,  John  D. 
Westbrook,  Michael  R. 
Westermann,  Norman  F. 
Whitaker,  John 
Wikman,  John  H. 

Wills,  Paul  I. 

Wilson,  Morton  C. 
Wolfe,  Michael  S. 
Woods,  Leon  P. 

Zufari,  Munir  M. 

Sevier  County 

Buffington,  Mike 
Gonzalez,  Floyd 
Hoyt,  Jonathan 
Jones,  Charles  N. 

Jones,  Thomas 
Opiela,  Jaroslaw  P. 
Richards,  Juan  Carlos 
Stearns,  David  E. 

Vogan,  Cheryl  L. 

St.  Francis  County 

Collins,  E.  Morgan  Jr. 
Conner,  George 
Fong,  Fun  Hung 
Hammons,  Edward  P.  # 
Kumar,  Sudhir 
Matthews,  Seniora 
Meredith,  James  Jr. 
Miller,  Matthew  W. 
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Patton,  W.  Curtis 
Salvador,  Ester  Arejola 
Schwartz,  Frank  R. 

Tri  County 

(Sharp,  Izard,  Fulton) 

Arnold,  Carl 
Arnold,  Griffin  II 
Bozeman,  Jim  G. 

Campos,  Louis 
Dibrell,  Fredrick 
Grasse,  A.  Meryl 
Jackson,  George  W. 
Krygier,  Alhin  J.  # 

Lane,  Robert  C. 

Moody,  Michael  N. 
Phillips,  Rebecca 
Relyea,  William  V. 

Sra,  Surinder  Paul 
Tatum,  Harold  M. 

Tucker,  Charles  L. 

Varela,  Charles  D. 
Williams,  Robert  S. 
Wright,  Donald 

Union  County 

Allen,  David  Eugene 
Anaya,  Carlos 
Anreder,  Michael  Barry 
Anzalone,  Gary 
Arceneaux,  Matt 
Barenberg,  Andrew 
Bevill,  Gary  L. 

Booker,  J . Gregory 
Bryant,  D’Orsay  III 
Carroll,  Peter  J. 

Cyphers,  Charles  D. 
Daniels,  C.  Dwayne 
Davis,  Richard  K. 

Deere,  Joy 
Dietzen,  Richard  E. 
Dixon,  R.  Mark 
Duzan,  Kenneth  R. 
Edmondson,  C.  Douglas 
Elliott,  Wayne  G. 

Ellis,  Jacob  P. 

Fonticiella,  Aldo  V. 
Forward,  Robert  B. 

Fraser,  David  B. 
Germann,  Robert  E. 
Giller,  W.  John  Jr. 
Gomez,  Henry  L. 

Hill,  Grady  Jr. 

Holleran,  John  R. 
Hopson,  Deanna 
Jenkins,  Chester  W. 
Jones,  Steve  A. 

Jucas,  Diana  T. 


Jucas,  John  J. 

Kang,  Gurprem  Singh 
King,  Billy  D. 

Kinslow,  Ivory 
Landers,  Gardner  H. 
Massanelli,  Gregg  L. 
Menendez,  Moises  A. 
Mohan,  Kumaran  K. 
Murfee,  Robert  M. 

Ong,  Tie  S. 

Pillsbury,  Richard  C. 
Pirnique,  Allan  S. 

Posey,  Willie  II 
Ratcliff,  John 
Ray,  Robin  Phinney 
Rogers,  Henry  B. 

Sample,  Dorothy  C. 
Sarnicki,  Joseph 
Schonefeld,  Michael  D. 
Schultz,  Wayne  H. 
Scurlock,  William  R. 
Seale,  James  E.  Jr. 

Shah,  Asim  Ahmed 
Smith,  George  W. 
Stevens,  Willis  M.  Jr. 
Talley,  H.  Aubry 
Tolosa,  Elizabeth 
Tommey,  C.  E. 

Tommey,  Robert  C. 
Turnbow,  R.  L. 

Ulmer,  Minna  I. 
Vogenitz,  William 
Warren,  George  W. 
Watson,  Donya 
Watson,  Robert  A. 
Weedman,  James  B. 
Williamson,  John  R. 
Wilson,  Larkin  M.  Jr. 
Yocum,  David  M.  Jr. 
Zahniser,  Donna  J. 

Van  Buren  County 

Belizario,  Marcelino  C. 
Hall,  John  A. 

Pearce,  Charles  G. 
Pineau,  Gregory  Philip 
Starnes,  Harry 

Washington  County 

Albright,  Spencer  III 
Allen,  B.  Eual 
Applegate,  C.  Stanley  Jr. 
Arnold,  James  A. 
Atwood,  H.  Daniel 
Bailey,  Donald  C. 

Bailey,  Scott 
Baker,  C.  Murl  Jr. 

Baker,  Donald  B. 


Beck,  J.  Thaddeus 
Beck,  William  A. 
Beckman,  James  Jr. 
Billingsley,  John  A.  Ill 
Blankenship,  James  B. 
Bonner,  Mark 
Box,  Ivan  H. 

Boyce,  John  M. 
Bredfeldt,  Raymond 
Brooks,  D.  Wayne 
Brooks,  W.  Ely 
Brown,  Bruce  B.  Jr.  # 
Brown,  Craig 
Brown,  David  L. 
Brunner,  John  A.  Ill 
Burnside,  Wade  W.  Jr. 
Burton,  Anthony  R. 
Butler,  G.  Harrison 
Cannon,  R.  David 
Carver,  Joel  D. 

Chase,  Patrick  R. 

Cherry,  James  F. 
Churchill,  David 
Clouatre,  Michael  Paul 
Coker,  Tom  P. 

Coker,  Tom  Patrick 
Cole,  George  R.  Jr. 
Cooper,  Craig 
Councille,  Clifford  C.  Jr. 
Crittenden,  David  R. 
Crocker,  Thermon  R. 
Cross,  Michael  J. 
Cunningham,  Darrin  D. 
Danks,  Kelly  R. 

Davis,  David  A. 

Davis,  Randall 
Decker,  Harold 
Deen,  Lewis  S. 

Dodson,  C.  Dwight 
Duke,  David  D. 

Duncan,  Philip  E. 
Dykman,  Thomas  R. 
Eck,  Gareth 
Edmondson,  Charles  T. 
Embry,  Travis  D. 

Endsley,  Charolette 
Ferguson,  Susan  Portis 
Fincher,  G.  Glen 
Fink,  Roger  Lee  II 
Fish,  Ted  J. 

Fossey,  Carol 
Gardner,  Buford  M. 
Garibaldi,  Byron  T. 
Garner,  Hershel  H. 
Ginger,  John  D. 

Gray,  Dalton  L.  II 
Grear,  Danna 
Green,  Michael  D. 


Grote,  Walton 
Gyles,  Nicholas  R.  II 
Haisten,  James 
Hall,  Ben 
Hall,  Joe  B. 

Hamilton,  Herbert  E. 
Harris,  David  Jay 
Harris,  Murray 
Harris,  Paul  L. 

Harris,  W.  Duke 
Harrison,  William  F. 
Hart,  Hamilton  R. 
Hayward,  Malcolm  L.  Jr. 
Hedberg,  Curtis 
Heinzelmann,  Peter  R. 
Hendrycy,  Paul  R. 
Henry,  Morriss  M. 
Henry,  Paul  M. 
Higginbotham,  Hugh  B. 
Higginbothom,  William 
Hoffman,  Carl  E. 
Hollomon,  Michael 
Hui,  Anthony 
Hurlbut,  Kevin 
Hutson,  Martha 
Hutson,  Sanford  E.  Ill 
Inlow,  Charles  W. 

Jay,  Gilbert  D.  Ill 
Johnson,  Brad  D. 
Johnson,  Miles  M. 
Knox,  D.  Luke 
Koehn,  Laura  J. 
Kraichoke,  Saran 
Lloyd,  Richard  A. 
Loftin,  Teresa  D. 
Magness,  C.  R. 

Mahan,  Meredith 
Martin,  F.  Allan 
Martin,  William  C. 
Mashburn,  James  D. 
McAlister,  Joseph  H. 
McAlister,  Mitchell 
McBee,  Sara 
McDonald,  James  E.  II 
McElroy,  Kellye 
McEvoy,  Francis 
McGhee,  Linda  M. 
McGowan,  William 
McNair,  William  R. 
Miller,  Charles  H. 
Miller,  George 
Miller,  Mark  E. 

Mills,  William  C.  Ill 
Mitchell,  Banford  R.  Jr. 
Moon,  Steven  L. 

Moore,  James  F. 

Moose,  John  1. 

Morse,  Michael 
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Murry,  J.  Warren 

Whiting,  Tom  D. 

Rains,  Jeffrey 

Athurguthu,  Jithendra  Mohan 

Nettleship,  Mae  B. 

Williams,  John  R. 

Ramirez,  Raul 

Bailey,  Colin  R. 

Nowlin,  William  B. 

Wood,  Jack  A. 

Ransom,  C.  E.  Jr. 

Baker,  Karen 

Ortego,  Terryl  J. 

Wood,  Russell  Hunter 

Riddick,  Robert  S. 

Baltz,  Katherine 

Pang,  Robert  R. 

Wood,  Stephen  T. 

Risinger,  Melanie  W. 

Barnes,  Jerome  D. 

Park,  John  P. 

Robertson,  William  T. 

Barrett,  Rebecca 

Parker,  Lee  B.  Jr. 

White  County 

Rodgers,  Porter  R.  Jr. 

Bean,  Paul  E. 

Patrick,  James  K. 

Asmar,  Salomon 

SancheZ'Montserrat,  Rafael 

Beebe,  William  E. 

Pearson,  Fran 

Baker,  Ronald  L. 

Schwartz,  Stanley  S. 

Beeman,  David 

Pesnell,  Larkus  H. 

Ballinger,  Phillip  Scott 

Shultz,  Sam  L. 

Bennett,  Anita 

Pichoff,  Bruce  Edward 

Bell,  John 

Simpson,  James  A. 

Bevans,  David  III 

Pickett,  James  D. 

Blakely,  Brent  M. 

Smith,  Bernard  C. 

Bingham,  Jennifer  A. 

Pickhardt,  Mark  G. 

Blickenstaff,  Kyle  R. 

Smith,  Bob  W. 

Blackstock,  Terri 

Pope,  Kevin  L. 

Blue,  Glen  T. 

Spence,  Don  K. 

Blair,  Ruth  Ann 

Powell,  Mark  W. 

Blue,  Leon  R. 

Staggs,  David  L. 

Blaszak,  Richard  T. 

Power,  John  R. 

Brown,  Arnold  R. 

Stinnett,  J.  L. 

Bosch,  Charles 

Proffitt,  Danny  L. 

Brown,  Mark  A. 

Tate,  Sidney  W. 

Bowman,  Raymond  N . 

Raben,  C.  A.  Tony 

Brown,  Peggy  J . 

Thompson,  Bruce 

Bradley,  James  F.  Jr. 

Riddick,  Earl  B.  Jr. 

Burns,  Jerry 

Weathers,  Larry  W. 

Brandt,  John  O. 

Riner,  Dan  M. 

Citty,  Jim  C. 

White,  Bradley 

Breau,  Randall  L. 

Rogerson,  Susan  H. 

Collier,  Steven  F. 

White,  William  M. 

Brodsky,  Michael 

Romine,  James  C. 

Covey,  David  C. 

Williams,  W.  Curtis 

Brooks,  Homer  E.  Ill 

Rosenzweig,  Kenneth 

Davidson,  Daniel 

Yates,  Terrence 

Brown,  Richard  E.  Jr. 

Ross,  Joseph 

Dicus,  G.  Scott 

Young,  Jack  S.  Ill 

Brown,  Robert  D. 

Rouse,  Joe  P. 

Dugger,  Joseph  S. 

Bruffett,  Wayne  L. 

Runnels,  Vincent  B. 

Elliott,  Robert  E. 

Woodruff  County 

Brull,  Sorin  J. 

Saitta,  Michael  R. 

Fincher,  S.  Clark 

Hendrixson,  Basil  E. 

Burdge,  Lawrence  R.  Jr. 

Sandefur,  Barbara  A. 

Formby,  Thomas  A. 

Rowe,  James  E. 

Bushman,  Gerald  A. 

Sanders,  Scott 

Gardner,  Jack  R. 

Camp,  Michael 

Sandler,  Richard 

Gibbs,  William  M.  Ill 

Yell  County 

Campbell,  James  A.  Jr. 

Schemel,  Lawrence  J. 

Golleher,  James  H. 

Green,  Terry  G. 

Capel,  Denise  Louise 

Schmidt,  Clinton  C. 

Hannah,  J.  Todd 

Hodges,  Jerry  F. 

Capocelli,  Anthony  Louis 

Sexton,  Giles  A. 

Hatfield,  David  L. 

Isely,  William  A.  Jr. 

Carey,  Martin  John 

Sexton,  Jon  A. 

Henderson,  John  C. 

Martin,  Damon  G.  H. 

Carey,  Victor  Jr. 

Shaddox,  T.  Stephen 

Holston,  John  S. 

Maupin,  James  L. 

Carroll,  Barry 

Sharkey,  Martha  Ann 

Jackson,  Clarence  W. 

Pennington,  James  O. 

Carter,  Inge  Renate 

Sharp,  Jim  D. 

Johnson,  David  M. 

Ring,  Gene  D. 

Cerrato,  Deborah 

Siegel,  Lawrence  H. 

Joseph,  Eugene  A. 

Russell,  Gary  W. 

Chan,  Kenneth 

Simmons,  Thomas 

Justus,  Michael  G. 

Smith,  Raleigh  A. 

Chandler,  Rodney 

Simpson,  Todd  R. 

Killough,  Larry  R. 

Tippin,  Philip 

Cheek,  William  Clark 

Singleton,  E.  Mitchell 

Kinley,  J.  Garrett 

Chesser,  Michael  Z. 

Sisco,  Charles  P. 

Koch,  Clarence  W.  Jr. 

Direct  Members 

Chitwood,  G.  Glen 

Smith,  Austin  C. 

Lefler,  Stephen  F. 

Abdulrauf,  Saleem  I. 

Chu,  Tommy  D. 

Snyder,  Norman  1. 

Lewing,  Hugh  S. 

AbouLMagd,  Ahmed  S. 

Clark,  Robert  B. 

St.Clair,  Kevin 

Lewis,  James  Sheridan 

Adametz,  John  Jr. 

Clark,  Teresa 

Stagg,  Stephen  W. 

Lowery,  Benjamin  R. 

Adebogun,  Oladele  A. 

Claycomb,  Scott  C. 

Taylor,  Robert  G. 

Lowery,  Robert  D. 

Akkad,  Nabil 

Cofer,  Thomas 

Tellez,  Guillermo  J. 

McAdams,  Edward  L. 

Albin,  Amy  Wilson 

Coke,  Courtney  C. 

Thomas,  Joanna  M. 

McCoy,  James  R. 

Aldrich,  Joseph 

Coleman,  Roy  D. 

Thom,  Garland  M.  Jr. 

Meacham,  Kenneth  R. 

Alfano,  Thomas  G. 

Collins,  Harold  B.  II 

Titus,  Janet  L. 

Millstein,  David  I. 

Allard,  Mark 

Collins,  John  O. 

Tomlinson,  Robert  J.  Jr. 

Moore,  Donald 

Anderson,  Patrick  Neil 

Cook,  Joseph  A. 

Tuttle,  Larry  D. 

Moore,  Jesse 

Anderson,  Roger  Wilbert 

Day,  David  W. 

Ureckis,  David 

Muirhead,  Michael  J. 

Andreoli,  Thomas  E. 

de  Saint'Felix,  Douglas 

Weed,  Wendell  W. 

Nevins,  William  H. 

Andrews,  Nancy  R. 

DeLoach,  John  Jr. 

Weiss,  John  B. 

Norris,  E.  Lloyd 

Angtuaco,  Edward  E. 

Delap,  Susan 

Wheat,  Ed  Jr. 

Payne,  Cheryl 

Angtuaco,  Sylvia  S.O. 

Dinehart,  Scott 

Whiteley,  Andre 

Pope,  Tammy 

Antakli,  Tamim 

Dmowski,  Andrzej  T. 
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Dolak,  James  A. 

Domon,  Steven  E. 

Donovan,  William 
Dudley,  Millicent 
Duke,  J.  Richard 
Dunigan,  Rodger 
Dunn,  Laura 
Dye,  James  D. 

Eaton-Wilmoth,  Rayettea  L. 
Economides,  Nicholas 
Edattukaren,  Varghese 
Edstrom,  Steven  Michael 
Edwards,  Louis  Jerry 
Edwards,  Peter  M. 

Ekanem,  Felix 
Ellis,  Margaret  P. 

Emery,  Robert 
Espina,  Dario  Manuel 
Etherton,  Gale  M. 

Farajallah,  Awny 
Farst,  Karen  J . 

Fasules,  James 
Feild,  Charles  R. 

Ferguson,  Max  Ann 
Finkbeiner,  Alex  E. 

Fischer,  Michael  C. 

Fiser,  Debra  H. 

Flamik,  Darren  E. 

Flanigin,  Richard 
Florendo,  Noel 
Fontenot,  H.  Jerrel 
Fox,  Thomas 
Freeman,  Jerre  M. 

Freeman,  William  H. 

Frigon,  Gary  F. 

Gaby,  Cecil  Walter 
Gardial,  J.  Richard 
Gehl,  Jerome 
Gellman,  Harris 
Gensler,  Thomas  D. 

Gilbert,  Jimmy 
Glasco,  Gerry  B. 

Gober,  Gregg 
Gocio,  John  C. 

Goodman,  Jack 
Gordon,  Alfred  Y.  J r. 
Gordon,  Gayle 
Graham,  Charles  J. 

Graham,  Richard 
Greene,  Graham  F. 

Gregory,  Jo  Anne 
Griffin,  Frankie  M. 

Grisham,  Dannetta 
Gungor,  Anil 
Gustavus,  John  L. 

Guyer,  Janet 
Haas,  David  C. 

Haisten,  Diane  A. 


Haller,  Nancy 
Hamada,  Omar  L. 
Hardin,  A.  Scott 
Hardy,  Kyle  G. 

Harik,  Sami  1. 

Harms,  Steven  E. 

Harper,  Richard 
Harrell,  James  Jr. 

Harrell,  Robert  E.  Jr. 
Harris,  Russell 
Harris,  Shirley  D. 

Hass,  Farrell  D. 

Hayes,  John 
Heard,  Jeanne  K. 

Heaton,  Keith  M. 
Herman,  Floyd  Arthur 
Henry,  MaryJ. 

Herr,  Robert  Douglas 
Herrman,  Joanne 
Herring,  Grady  J r. 

Hester,  Wes 
Hiegel,  Janece  Gates 
Hilman,  Michael  G. 
Himmelstein,  Stevan  1. 
Hodges,  John  M. 
Holloway,  David  H.  Jr. 
Hopkins,  Robert  Jr. 

Horn,  Thomas  Dag 
Horner,  Charles  R.  Jr. 
Howington,  John  A. 
Hudson,  Amy  R. 

Hughes,  Alan  W. 

Hughes,  Laurie  O. 
Hurwitz,  Mervyn  B. 
Huynh,  Chanh  V. 

Ibsen,  Michelle  J. 
Imamura,  Bryan 
Istanbouli,  Wajih 
Izard,  Ralph  S.  Jr. 

Jabbour,  J.  T. 

Jackson,  Charles  A. 
Jackson,  Hugh 
Jacobs,  Gary  R. 

Jasin,  Hugo 
Jayne,  Cheryl  S. 

Jenkins,  Bradley 
Jewell,  Shannon 
Johnston,  Greg 
Jones,  Robert  E. 

Kagy,  Lori  Michelle 
Kagy,  Matthew 
Kale,  Robert 

Karageanes,  Steven  Jamie 
Kazakevicius,  Rimantas 
Keldahl,  Loren  R. 
Kempson,  Steven  E. 
Kendrick,  Carl  M. 
Keplinger,  Florian 


Ketcher,  Brenda  J. 

Khan,  Ahmed 
Kilgore,  Erik  J. 

King,  William  R. 

Kinney,  Joyce 
Kirchner,  Jeffrey 
Kirchner,  Jo  Ann 
Kiser,  Thomas 
Kiss,  Csaba 
Kluck,  Carl  Jr. 

Knowles,  Glen  C. 

Krisht,  Ali  F. 

Lamb,  Johnny  Mack 
Lane,  Joel  Robin 
Lang,  Patricia  A. 

Lange,  John  L. 

Lawton,  Andrew  William 
LeBoeuf,  Dorothy 
Ledbetter,  Johnny  Jr. 

Lee,  Maxine  M. 

Lewellen,  Thomas  Lynn  Sr. 
Lewis,  Charles 
Liggin,  Rebecca  L. 
Lipsmeyer,  Eleanor 
Lister,  Danny 
Little,  J.  Aaron 
Lorenzo,  Edilberto  B. 

Lorio,  Jerry  J. 

Lowery,  Lisa 
Lucas,  Shauna  L. 

Lyle,  Robert 
Lynch,  Paula 
Ma,  Frank 
Marotti,  Tonya  L. 

Marshall,  Glenn  E. 

Matern,  Roberta  Irene  H. 
Mayfield,  Robert 
Mayhew,  Kathy 
Mayo,  Russell 
McKelvey,  Kent  D.  Jr. 
McKenzie,  James 
McKinnon,  L.  Jane 
McMicheal,  Wanda  V. 
Meador,  A.  Sharon 
Melton,  Christopher 
Miller,  Laurence  H. 

Miller,  Michael 
Miller,  Shawn  S. 

Milligan,  L.  Beth 
Miranda,  Michael  S. 

Moin,  Khurram 
Moore,  Steven  M.  # 
Morgan,  Martha 
Moutos,  Dean  M. 

Munshi,  Medha  N. 

Murphy,  Anne  L. 

Murry,  William  L. 

Nader,  Djalal 


Nadvi,  Samina  Zareen 
Nawar,  Georges  M. 

Neal,  Linda  A. 

Newton,  J.  Camp 
Nichols,  Scott 
Nix,  John  E. 

Norton,  J.B.  Jr. 

Nutt,  Angela 
O’Neal,  James  Franklin 
Pace,  John  Robert 
Paine,  Johnny  R. 

Palmer,  Hal 
Palmer,  Kristine  G. 
Papageorge, Dean 
Parashara,  Deepak  K. 
Parchman,  A.  Janette 
Parker,  A.  Wade 
Passmore,  Ann  Kay 
Patel,  Kamal 
Paul,  William  L. 

Peal,  Gabriel 
Perkins,  Lalita 
Perkins,  Richard 
Perser,  Elwyn 
Phillips,  David  Lance 
Phillips,  John  D. 
Phomakay,  Von 
Pieper,  Daniel  R. 
Pilkington,  Cheryl  E. 
Plunk,  Hermie  G. 

Pohle,  Floyd 
Powers,  Robert 
Purnell,  Gary  L. 

Pyne,  Jeffrey  M. 

Queeney,  Joseph  William 
Rasberry,  Ronnie  D. 
Rayburn,  Samuel  Thomas 
Reddy,  Krishna 
Richards,  Michael  Owen 
Richmond,  Marc 
Robinson,  Nancy 
Rodgers,  Kenneth 
Rodkin,  Richard  S. 
Rodriguez,  Johnny  R. 
Rodriguez,  Linda  M. 
Rozas,  David 
Rumans,  Todd  M. 

Russo,  William  Louis 
Sakr,  Safwan 
Samman,  Zaki  A. 
Sangster,  Michael 
Sarinoglu,  Cem 
Saucedo,  Jorge  F. 
Schexnayder,  Stephen  M. 
Schmidt,  David 
Schultz,  Charles  E. 

Scott,  William  P. 

Seih,  Paul  M. 
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Setler- Logan,  Nona  M. 
Severns,  Cyril 
Shah,  Rajesh  Valchand 
Shapira,  1 uliana  T. 
Shaver,  Mary 
Shaver,  Robert 
Shaw,  Robert  Haley 
Sheikha,  Mouhammed  K. 
Sherman,  Alan  W. 

Shock,  Melessa 
Short,  Luke  H. 

Shrieve,  Dennis  Charles 
Singh,  Baldev 
Singhal,  Sanjeev  Kumar 
Sites,  Terry  Jay 
Slezak,  James 
Smith,  Kirby  L. 

Smith,  Samuel  D. 

Snow,  Sandra  L. 

Speed,  Darrell 
Spiers,  Jon  R 
Stair,  J.  Michael 
Standefer,  J.  Michael 
Starnes,  C.  Wayne 
Steely,  Donald 
Stern,  Thomas  N. 
Stewart,  Casey  D. 
Stewart,  David  L. 

Stumer,  William  Q. 
Suasin,  Winlove  B. 
Sutterfield,  Vikki  L. 
Sweeney,  Lynn 
Tait,  Layne 
Talley,  J.  David 
Tanner,  Paul  R. 

Teal,  Linda 
Teo,  Charles 
Thomas,  Jonathan 
Thompson,  Jerome  W. 
Thompson,  Robert  C. 
Thomsen  Hall,  Kathleen 
Tollett,  Michael  Hines 
Trevillyan,  M.  Jeanine 
Troy,  Jerry  R. 

Turner,  Charles  R. 

Tutton,  James 
Van  Hemert,  Rudy 
Veach,  Paul  A. 

Vermont,  Charles 
Waheed,  Atiya  N. 
Waldron,  James  A.  Jr. 
Walker,  Brent 
Warmack,  Asa  M. 
Washington,  Mitzi  A. 
Wendel,  PaulJ. 

Westfall,  Christopher  T. 
Westwood,  John  Jr. 
Wharton,  James  R. 


Wheeler,  Richard 
Whipple,  Paul  F. 

White,  Faber  A.  Jr. 
Whiteside-Michel,  Julia 
Williams,  Chrysti 
Williams,  Dehra 
Williams,  Nancy  K. 
Willis,  Charlotte 
Wilson,  Matthew 
Wilson,  Robert  B.  Jr. 
Wilson,  Steven  K. 
Wood,  Michael  D. 
Wornock,  J.  P 
Wren,  Mark 
Wren,  Mary 
Wyatt,  D.  Neal 
Yawn,  Timothy 
Yetman,  Anji  T. 

Young,  Matthew  S. 
Young,  Michael  C. 
Young,  Sandra  S. 

Yuen,  James  C. 

Yunus,  Nauman 
Zini,  James  E. 

Students 

Abdin,  Jamal 
Afsordeh,  Nirvana 
Ahrens,  Mitchell  A. 
Alexander,  Jan 
Allen,  William  W. 
Arendall,  Clarence 
Arthur,  Lee  E. 

Athota,  Anupama  B. 
Baggett,  Stephanie 
Baker,  Ashley 
Baker,  Mark 
Baker,  Robbie  C. 

Baker,  Todd  F. 

Baltz,  Alexander  J. 
Banks,  Holli  N. 

Barden,  Michael  G. 
Bariola,  Jeremy  R. 

Barr,  Susan 
Beard,  Jessica  L. 

Beck,  David 
Bell,  Tanya  R. 

Bell,  Todd  E. 

Bennett,  Leigh  A. 

Bess,  Barbara 
Bhattacharyya,  Debasish 
Bibb,  Brad 
Bierbaum,  Anna  C. 
Bierbaum,  Walter  F. 
Bishop,  Michelle 
Blanchard,  Mary 
Boling,  Carrie  T. 

Borg,  Clayton  D. 


Bowen,  Nicole  M. 
Bowman,  Vernon  D. 
Bracy,  Brian 
Bradshaw,  Mark 
Brannick,  James  M. 
Brashears,  Reta 
Brewer,  Jim  E. 

Brown,  Daniel  K. 

Brown,  David  P. 
Brownfield,  Shannon  H. 
Bryant,  Bradley  D. 
Bryant,  Gwendolyn  M. 
Bryant,  Shelly  L. 
Bufford,  Jeremy  D. 
Burris,  Cara  B. 

Burrow,  Thomas 
Campbell,  Lucas  K. 
Campbell,  Rachel  C. 
Carlton,  Caroline  F. 
Carozza,  Michael  C. 
Carrouth,  David 
Cash,  Jodi  L. 

Causbie,  Jessica 
Cawich,  Ian 
Chalfant,  Paul 
Chi,  Jasen  C. 

Chism,  Brandon 
Citty,  James 
Clements,  Todd  M. 
Clingan,  Warren 
Cobb,  William  C. 
Cogbill,  James  M.  Jr. 
Colclasure,  Joe  C. 
Collins,  Christopher  E. 
Collins,  Sidney  W.  Jr. 
Cook,  April  M. 

Cook,  Michael 
Covert,  Kent 
Cowherd,  Robert  M. 
Cox,  Wesley 
Craig,  Jennifer 
Crews,  Tracy 
Croker,  Mary  Ellen 
Crowd,  Matthew 
Crownover,  David  W. 
Cullen,  Robert  D. 
Cupples,  Laura  E. 
DaVeiga,  Adriana 
Daily,  Jason  G. 

Dang,  Minh'Tri 
Daniel,  Jamie 
Dannaway,  Douglas  C. 
Dare,  Jason  A. 

Darwin,  Amy  L. 
Daugherty,  Jeremy 
Daut,  Peter  M. 

Davidson,  April 
Davidson,  Gretchen  M. 


Davis,  Brandy  A. 

Davis,  Richard  K.  Jr. 
DeMent,  William  T. 
DeWitt,  Keitha  R. 
Dennington,  Elvin  L. 
Denton,  Meredith 
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COMMENTARY 


Heavy  Furniture 


Lee  Abel  MD 


The  first  thing  she  said  ts©»  me  as  I entered  (he  exam  room  was,  “f  knew  why  my 
blood  pressure  is  up.” 

Mrs.  Smith  is  in  her  70s  and  has  multiple  health  problems.  She  afe  has  been 
under  a lot  of  stress,  mostly  because  ©fdheJlihealith  of  her motfcet- who  was  unhappy 
and  complained  chronically.  Mrs.  Smith  was  often  exhausted  team  trying  t©»  meet  all 
her  mother’s  requests. 

I found  out  rhat  her  mother  had  recently  died,  which  was  not  unexpected  since 
her  mother1 s physician  had  thought  she  would  die  a*  decade  earlier.  Mis.  Smith  told' 
me  her  hlood  pressure  was  high  because  of  what  had  happened  to  alt  her  mother's 
furniture.  Alrhough  her  mother  was  feikg  in  a nursing  home  at  tine  end  of  her  life, 
her  house  was  unsold  and  its  furnishings  intact.  At  the  rime  of  the  mother's  death, 
Mrs.  Smith’s  sisterAndaw  had  taken  most  of  the  furniture  and  sold  the  rest  without 
consulting  or  informing  Mrs.  Smith.  Mrs.  Smith  was  angry.  She  was  so  upset  she 
couidn’r  sleep..  She  was  going  to  see  a lawyer; 

Mrs.  Smith  poured  out  this  story  to  me.  It  wasn’t  fast  about  furniture,  ofcourse. 
It  was  about  betrayal,  injustice  and  not  getting  gratitude  for  all  she  had  done.  Maybe 
she  wanted  me  to  rake  her  side  and  agree  she  was  a \uctim.  But  what  I think  she 
needed  — and  deep  down  wanted  — was  to  he  heard,  to  he  understood  and  te  he 
appreciated  for  all  she  had  done  for  her  mother  despite  1 
The  story  also  was 
even  more 

mother  died;  It  was  about  tire  sadness  and  linaHiry  of  losing  bet  mother:.  It  was ; 
what  her  mother’s  death  meant  Co  her  own  life.  Iifs  scary  to  lose  a parent,  even  when 
that  parent  is  very  old  and  has  been  sick  fora  longtime.  It  breaks  through  the  fantasy 
we  have  that  the  cycle  of  life  will  somehow  he  suspended  for  us.-  Out  own  mortality 
becomes ; very.  real. 

Mrs.  Smith  didn’t  need  me  to  increase  her  hlood  pressure  medicines  or  give  her -an 
antianxiety  drug  or  a sleeping  pill.  Yet,  I was  aware  of  an  urge  to  dio  one  of  Chose  things. 
I seem  to  feel  that  listening  is  not  enough.  This  is  a widespread  attitude  in  out  society, 
and  among  physicians  it’s  reinforced  by  our  narrow  technical  training.  Mrs.  Smith’s 
anger  and  grief  weren’t  amenable  to  any  quick  fix,  hut  there  were  comical  aspects  to 
the  situation.  Her.AsterAn  Taw  (also  in  her  70s)  was  hehaving  suspiciously  like  a ■hyeat- 
©Idl-  ft  was  funny  to  imagine  the  sistetAndaw’s  house  so  Ml  of  furniture  there  was  no 
place  to  walk.  The  house  so  crowded  Chat  there  was  no  room  to  open  the  drawers  on 
the  chest  of  drawers.  Chairs  overflowing  out  the  windows;  armoires  blocking  the  doors. 

What  would  it  be  like  to  he  in  your  70s  and  act  in  such  a covetous  and  grasping 
manner?  Most of  us  lbngbefore  that  age  ate  drowning  in  “stuff.”  Most  of  us  also  have 
learned  that  stuff  doesn’t  make  us  happy  for  very  long;  Being  human  we  often  forget. 
The  sisrerAtvlaw  would  not  find  real  joy  in  all  that  furniture.  And'Mts. Smith  would 
not  find  real  peace  in  the  courtroom. 

Ir  is  curious  how  our  patients  can  bring  us  gifts  unawares.  Mrs.  Srnithh  story  was 
an  invitation  to  examine  the  ways  in  which  I can  he  grasping,  k was  an  invitation  to 
see  the  part  of  me  that  would  be  »■>  victim.-  It  was  an  invitation1  to  tememher  what  is 
truly  important.  ■ 

Dr.  Abel  specializes  in  internal  medicine  and  is  affiliated  with  the  Litde  Rock  Diagnostic 
Clinic.  He  is  a member  of  the  editorial  board  of  The  Journal  of  the  Arkansas  Medical 
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1801  North  West  Ave 
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Physicians  Gain  Ground 
in  Prompt  Payment  Battle 

By  David  Wroten 


As  this  issue  of  The  Journal  goes  to  print,  we  have  just  returned  from  a legisla- 
tive hearing  where  Insurance  Commissioner  Mike  Pickens  was  grilled  for  nearly 
two  hours  on  his  plans  to  address  the  problem  of  prompt  payment.  The  mes- 
sage was  loud  and  clear  — this  is  an  issue  that  has  captured  the  attention  of  the 
legislature  and  they  are  demanding  a solution. 

To  Commissioner  Pickens’  credit,  he  has  drafted  a new  prompt  payment  rule 
that  will  make  it  more  difficult  for  health  insurance  companies  to  delay  payment. 
The  Arkansas  Medical  Society  has  worked  with  the  Arkansas  Department  of  In- 
surance and  others  during  the  past  six  months  to  draft  the  proposal.  While  it  comes 
up  short  in  a couple  of  key  areas,  overall  the  proposed  rule  (Rule  and  Regulation 
43)  is  a great  start. 

The  good  news  is  the  mle  requires  carriers  to  process  “clean”  claims  in  30 
calendar  days  or  less.  If  the  claim  is  not  a “clean”  claim,  the  carrier  must  request  the 
additional  information  within  10  days  and  must  specify  exactly  what  is  needed. 
After  receiving  the  information,  the  carrier  must  make  a decision  within  45  calen- 
dar days.  The  rule  defines  a clean  claim  and  prohibits  repetitious  requests  simply  to 
delay  payment.  This  is  a major  change  in  current  regulations  and  a major  victory 
for  physicians  and  their  patients. 

The  proposal  requires  carriers  to  file  quarterly  reports  with  the  department 
that  will  be  used  to  produce  a “report  card”  on  claims  paying  practices.  It  also 
contains  provisions  relating  to  pre-certification,  pre-authorization  and  prompt 
“medical  peer  review”  for  denials. 

What’s  missing?  The  rule  still  doesn’t  allow  health  care  providers  to  file  com- 
plaints with  the  department.  However,  the  commissioner  is  encouraging  providers 
to  notify  the  department  of  problems  by  use  of  a “health  care  provider  information 
form.”  The  rule  also  doesn’t  provide  any  penalties  on  a per-claim  basis.  To  run 
afoul  of  the  rule,  the  carrier  must  be  found  to  exhibit  a pattern  or  general  practice 
of  violating  the  rule.  Physicians,  patients  and  the  AMS  will  need  to  work  together 
to  bring  these  problems  to  the  attention  of  the  insurance  department. 

While  not  in  the  regulation,  the  commissioner  has  announced  the  formation 
of  a “Health  Insurance  Claim  Coordination  and  Resolution  Committee.”  The 
purpose  of  this  committee  will  he  to  discuss  and  debate  health  claim  payment 
problems  and  work  toward  ways  to  solve  these  problems  particularly  as  they  relate 
to  prompt  payment. 

Finally,  a word  of  caution.  The  rule  contains  strong  penalties  against  health 
maintenance  organizations  whose  contracted  providers  balance  bill  patients  in  vio- 
lation of  a hold  harmless  clause.  The  department  has  received  complaints  from 
patients  who  have  been  turned  over  to  collection  agencies  for  failure  to  pay  a hill 
owed  not  by  the  patient,  but  by  the  HMO.  Penalties  range  up  to  $2,000  per  inci- 
dence and  up  to  $10,000  per  incidence  if  the  violation  is  intentional.  If  an  HMO 
is  fined  because  one  of  their  physicians  or  hospitals  balance  hills  a patient  and  that 
patient  files  a complaint,  expect  the  HMO  to  retaliate  hy  de-selecting  that  pro- 
vider immediately. 

The  regulation  has  a planned  implementation  date  of  March  1 , 2000.  While 
legislation  may  still  be  needed  to  enact  penalties  and  standing  to  file  complaints, 
the  proposal  deserves  a chance  to  prove  it  can  work.  Likewise,  Commissioner  Pickens 
and  his  staff  deserve  credit  for  moving  forward  on  resolving  this  problem.  ■ 
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President’s  Address 


Like  the  people  in  Boccacio’s  narra- 
tive, we  have  literally  “fled  from  the 
plague”  to  hold  this,  our  annual  meet- 
ing, under  the  classic  shades  of 
Fayetteville,  the  Athens  of  Arkansas! 
The  coincidence  at  least  of  the  fleeing  is 
so  striking,  and  especially  that  we,  a com- 
pany of  learned  medical  men,  should  af- 
ter centuries  be  debarred  from  meeting 
where  we  please,  by  an  infectious  and 
contagious  epidemic  disease,  that  prob- 
ably prevailed  in  China  centuries  before 
the  birth  of  Christ,  and  afterwards,  de- 
nominated by  Galen’s  day  the  “Pesta  Ma- 
gna,” a disease  which,  after  great 
pestitential  voyages  all  over  the  world, 
has  been  brought  down,  in  the  last  few 
years,  to  a death  rate  of  less  than  2 per- 
cent by  thorough  vaccination.  Many 
physicians  had  never  treated  a case  un- 
til this  present  epidemic,  and  for  nearly 
a generation  the  disease  was  practically 
unknown  in  many  parts  of  our  country; 
vaccination  even  in  the  larger  towns  was 
neglected.  In  the  present  epidemic  great 
confusion  has  arisen  in  some  parts  of  our 
state  over  the  diagnosis  of  the  disease. 
There  is  no  royal  road  to  diagnosis;  the 
most  brilliant  and  the  most  successful  di- 
agnosticians are  those  who  are  the  most 
patient,  painstaking  and  who  work  out 
their  diagnosis  by  the  symptoms  present 
and  the  visible  signs,  and  excluding  what 
the  patient  might  have  but  the  full  de- 
velopment of  the  disease  proves,  that  he 
has  not.  The  history  of  exposure;  the  in- 
cubation; the  onset  with  chill,  high  fe- 
ver, intense  pain  in  head,  back  and  loins; 
the  red  rash;  the  papular  vesicular  and 
pustular  stages;  the  formation  of  crusts, 
the  desquamation,  leaving  bright  shin- 
ing eschar,  with  or  without  pits,  the  fe- 
ver falls  when  the  eruption  appears  to  rise 
again  in  the  pustular  stage  from  anto- in- 
toxication by  pus  absorption  — could 
there  be  a more  classical  picture  to  any 
disease!  The  different  stages  and  the  av- 
erage duration  and  symptoms  of  each! 
It  is  in  the  obscurity  of  the  differential 
diagnosis  at  times  that  the  most  accom- 
plished physician  may  be  positively  un- 
able for  one,  two  or  three  days  even  to 
make  a positive  diagnosis.  ■ 

Reprinted  from  the  “Proceedings  of  the 
25th  AMS  Annual  Session,"  May  1900. 
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Heart  Hospital 
Among  Winners 

Arkansas  Heart  Hospital 
recently  was  listed  among 
winners  of  the  National 
Research  Corporation’s  1999 
Consumer  Choice  Heart  Care 
Services  Award.  It  is  the  only 
hospital  in  Arkansas  to 
receive  the  award. 

The  NRC  bases  the  awards 
on  responses  from  170,000 
households  in  48  contiguous 
states  and  the  District  of 
Columbia.  The  award  was 
given  to  124  hospitals  in  109 
metropolitan  areas. 

“This  honor  further 
validates  the  vision  we  had  in 
the  beginning,  that  this 
hospital  was  needed  and 
wanted  by  the  community,” 
said  Dr.  Bruce  Murphy,  a 
cardiologist  and  medical 
director  of  Arkansas  Heart 
Hospital.  “We  believed  there 
was  a better  way  to  provide 
heart  care  and  now  the 
people  of  the  Little  Rock 
community  have  told  us  they 
agree.” 


High-Alert  Drugs 
Identified  by  Study 

The  Joint  Commission  on 
Accreditation  of  Healthcare 
Organizations  recently  issued 


a report  concerning  high-alert 
medications. 

Based  on  a study  by  the 
Institute  for  Safe  Medication 
Practices  conducted  during 
1995-96,  five  medications 
were  identified  as  having  the 
highest  risk  of  causing  injury 
when  misused.  The  top  five 
are  insulin,  opiates  and 
narcotics,  injectable  potas- 
sium chloride  or  phosphate 
concentrate,  intravenous 
anticoagulants  (heparin)  and 
sodium  chloride  solutions 
greater  than  0.9  percent. 


AMA  to  Contribute 
to  New  Web  Site 

The  American  Medical 
Association  and  six  medical 
specialty  societies  will 
contribute  their  expertise  to 
www.medem.com,  a web  site 
that  will  offer  health 
information  beginning  early 
in  2000. 

The  name  of  the  site  is 
short  for  “medical  empower- 
ment.” It’s  designed  to 
deliver  peer-reviewed  health 
care  information  to  millions 
of  Americans.  Medem.com 
helps  the  AMA  fulfill  its 
mandate  to  provide  leader- 
ship in  the  world  of  digital 
health  care.  In  addition  to 
being  approved  by  the 
AMA’s  Corporate  Review 
Team,  the  proposal  has  been 
reviewed  thoroughly  by  the 
AMA  Board  of  Trustees. 


Viagra  Market 
Grows  on  ’Net 

According  to  a study 
published  in  the  New 
England  Journal  of  Medicine, 
Viagra  (sildenafil)  is  exten- 
sively sold  on  the  Internet. 

The  study,  conducted 
during  April  and  May  1999, 
identified  77  web  sites  that 
offered  Viagra  to  consumers. 
Medical  information  about 
Viagra  was  available  from 
55%  of  the  sites.  About  the 
same  percentage  required 
consumers  to  fill  out  a medical 
questionnaire,  although  35% 
of  those  questionnaires  are 
reviewed  by  physicians. 

Half  the  sites  asked  whether 
the  consumer  had  erectile 
dysfunction  and  44%  required 
information  about  nitrates. 
Most  sites  required  that 
consumers  release  companies 
from  liability. 

By  the  way,  the  average 
cost  of  a 50-milligram  Viagra 
tablet  was  $12.60. 


to  Angioplasty 

An  analysis  of  studies 
that  compare  immediate 
angioplasty  or  thrombolytic 
therapy  for  myocardial 
infarction  patients  shows 
that  one-month  outcomes 
appear  more  favorable  with 
angioplasty,  according  to  a 
report  in  the  Massachusetts 
Medical  Society’s  Journal 
Watch. 


Dutch  researchers 
updated  the  results  of  a trial 
in  which  395  patients  with 
acute  myocardial  infarction 
were  randomized  to 
primary  angioplasty  or 
thrombolytic  therapy  with 
streptokinase  because 
longer-term  outcomes  were 
in  question. 

With  an  average  follow- 
up of  five  years,  mortality 
was  significantly  lower  in 
the  angioplasty  group 
(13%  vs.  24%);  the 
difference  was  entirely 
explained  by  reduced 
cardiac  mortality.  The 
angioplasty  group  also  had 
lower  rates  of  nonfatal 
reinfarction  (6%  vs.  22%), 
additional  angioplasty 
(26%  vs.  52%)  and 
hospital  readmissions  for 
ischemia  or  heart  failure. 

Fitness  Can  Predict 
Postoperative 
Health  Conditions 

Researchers  in  Seattle 
have  found  that  poor 
exercise  tolerance  predicts 
postoperative  complica- 
tions, although  formal 
exercise  testing  is  expen- 
sive, time-consuming  and 
infrequently  performed 
before  operations. 

The  Seattle  study 
included  600  consecutive 
patients  who  received 
preoperative  evaluations  for 
major  noncardiac  surgery. 
Patients  with  poor  exercise 
tolerance  had  a significantly 
greater  risk  for  serious 
complications  than  those 
with  good  exercise  tolerance 

(20.4%  vs.  10.4%).« 


Number  8 


January  2000  • 301 


E-Doc  Approach 
Opens  Lines  to  Patients 

Some  Physicians  Against  Using  Computers  for  Medical  Care 


Through  e-mail 
a person  could 
communicate  a 
problem  to  a 
physician  and 
receive  advice 
that  could 
either  prevent 
the  need  for  a 
physical  exam 
or  allow  the 
patient  to 
make  an 
informed 
choice  about 
a health 
problem. 
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Dr.  Charles  W.  Smith,  medical 
director  at  University  Hospi- 
tal, is  working  with  the  Arkan- 
sas BioVentures  program  at  the  Univer- 
sity of  Arkansas  for  Medical  Sciences 
(where  he’s  an  associate  dean),  to  find 
a market  for  his  e-mail  physician  corre- 
spondence creation. 

The  program  differs  from  other 
health  information  and  medical  advice 
expanding  on  the  Internet  because  it  is 
set  up  on  a contractual  basis  between 
physicians  and,  in  this  case,  Acxiom 
Corp.  Officials  stress  the  program  is 
not  to  be  used  as  a substitute  for  a re- 
lationship between  a patient  and  a phy- 
sician. 

Since  January  1999,  Acxiom’s 
2,000  Arkansas  employees  have  been 
able  to  ask  medical  questions  or  obtain 
health  information  through  the  “e-doc” 
program.  Employees  e-mail  their  ques- 
tions to  the  doctors  and  are  guaranteed 
a response  within  24  hours. 

“Doctor,”  writes  one  Acxiom  em- 
ployee, “I’m  a little  concerned  about  a 
possible  ear  infection.”  The  employee 
lists  the  symptoms,  including  “little 
popping  sounds  when  I swallow”  dur- 
ing air  travel. 

Within  24  hours,  Dr.  Smith  sends  a 
reply,  saying  the  problem  sounds  like 
an  ear  infection,  which  can  result  from 
either  the  residual  effects  of  an  upper  res- 
piratory infection  or  nasal  allergies.  He 
adds  two  short-term  ways  to  deal  with 
the  problem:  forcing  air  into  the  middle 
ear  by  holding  the  nose  and  swallowing, 
or  taking  a decongestant/antihistamine. 

If  there  is  a history  of  nasal  allergy, 
writes  Dr.  Smith,  “you  might  want  to 
write  back  and  we  can  discuss  other  op- 
tions that  are  available  for  treatment.”  He 
also  includes  an  Internet  link  to  a health 
information  site  at  the  University  of  Il- 
linois that  explains  the  purpose  of  the 
part  of  the  ear  in  question  and  explains 
how  an  infection  occurs. 

No  trip  to  the  doctor’s  office  was 
necessary,  no  long  wait  for  a five-minute 
exam  that  would  result  in  probably  the 
same  diagnosis  along  with  a bill.  Dr. 
Smith  says  the  program  is  a way  to  ex- 


pand health  care  access  using  technol- 
ogy- 

Out  of  the  Norm 
This  particular  combination  of  tech- 
nology and  health  care  is  troubling  to 
Dr.  Ray  Jouett,  chairman  of  the  Arkan- 
sas State  Medical  Board. 

“The  practice  of  medicine  by  tele- 
phone has  never  been  recognized  as  a 
way  to  practice  quality  medicine,”  said 
Dr.  Jouett.  “In  essence  that’s  kind  of 
what  you’re  doing  here.  The  potential 
pitfalls  are  enormous.” 

Dr.  Jouett,  who  began  his  practice 
as  a neurological  surgeon  in  1955  and 
retired  in  1994,  says  supplying  infor- 
mation is  one  thing  but,  “to  be  making 
a diagnosis  by  e-mail  and  sending  pre- 
scriptions with  no  follow-up  — that, 
to  me,  is  certainly  not  quality  medi- 
cine. 


“I  think  that  all  physicians  call  a 
prescription  in  on  a patient  at  times,” 
Jouett  said,  “but  they  have  a history  of 
that  patient  and  then  there’s  always  a 
follow-up  requested  as  well,  and  cer- 
tainly that’s  reasonable.” 

Dr.  Jouett  acknowledges  that  the 
practice  is  spreading. 

“Obviously  this  is  something  that 
must  be  going  on  across  the  country  and 
this  may  well  be  what  we’re  going  to. 
Still,  in  my  estimation,  this  is  not  the  way 
to  practice  good  medicine.” 

Nurse  practitioners  and  physicians’ 
assistants  already  offer  alternatives  to 
traditional  medicine  in  Arkansas,  Dr. 
Jouett  points  out. 


“We’ve  got  these  alternative  meth- 
ods in  place,  and  I’m  not  sure  that  you 
can  justify  this  sort  of  [e-mail  ] practice. 
We’re  seeing  a two-tiered  system  of 
health  care  delivery  evolving  in  this 
state  and  now  we’re  developing  another 
tier  where  the  physician  never  sees  the 
patient. 

“I  do  not  believe  this  will  be  received 
favorably  by  the  physicians  of  the  state 
because  they  already  do  everything  they 
know  to  cut  down  costs  in  medicine. 
There  are  no  shortcuts  to  quality  medi- 
cine. I think  the  patient  is  in  a position 
to  suffer  with  this  sort  of  care.” 

Skeptical  at  the  Start 

“At  first,  I was  very  skeptical,”  said 
Carla  Blackwell,  who  handles  health 
benefits  for  Acxiom. 

During  the  setup  phase,  Blackwell 
worked  with  Dr.  Smith  to  tailor  the  pro- 


gram for  Acxiom.  A contract  with  the 
company  addresses  liability,  cost  and 
other  issues  raised  by  Blackwell,  who 
is  now  a strong  believer  in  e-doc. 

She  sees  it  as  a way  for  employees 
to  make  more  informed  decisions  on 
health  matters,  including  whether  to  see 
their  doctors.  The  long-term  goal  for  the 
program  is  to  reduce  employee  health 
care  costs. 

Meanwhile,  Dr.  Smith  is  talking  with 
other  companies  interested  in  the  pro- 
gram. He  is  working  on  a password-pro- 
tected Internet  site  for  the  program.  It  will 
be  an  extension  of  the  e-mail  offering, 
with  links  to  informative  health  sites  and 
information  about  common  problems. 


“We’ve  got  these  alternative  methods  in  place,  and  I’m 
not  sure  that  you  can  justify  this  sort  of  [e-mail]  practice. 
We’re  seeing  a two-tiered  system  of  health  care  delivery 
evolving  in  this  state  and  now  we’re  developing  another 
tier  where  the  physician  never  sees  the  patient.” 

— Dr.  Ray  Jouett 
Arkansas  State  Medical  Board 
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“It’s  not  our  intent  to 
take  over  the  role  of 
a primary  care 
physician.  Frequently 
my  answer  might 
well  be  that  you  need 

to  go  see  a doctor.” 

— Dr.  Charles  Smith 
UAMS 


Dr.  Smith  said  he  started 
considering  the  program 
about  two  years  ago  when  he 
was  using  e-mail  at  work.  “I 
began  thinking  there  had  to 
be  a way  to  make  medical 
care  more  convenient 
through  technology.” 

Through  e-mail,  he 
reasoned,  a person  could 
communicate  a problem  to 
a physician  and  receive  ad- 
vice that  could  either  pre- 
vent the  need  for  a physi- 
cal exam  or  allow  the  patient  to  make 
an  informed  choice  about  a health  prob- 
lem. It  increases  access  to  health  care 
information,  he  says,  and  provides  a 
format  for  finding  answers  to  health 
problems  before  they  escalate. 

Dr.  Smith  said  the  most  common  ques- 
tions concern  flu  or  allergies.  Some  users 
have  asked  for  prescription  refills  to  bridge 
the  time  until  a doctor’s  appointment;  oth- 
ers have  asked  for  information  about  a dis- 
ease or  obscure  illness  that  a friend  or  fam- 
ily member  may  be  suffering. 

From  the  employer’s  perspective,  it 
allows  employees  to  stay  on  the  job.  Dr. 
Smith  said.  Such  a program  also  could 
be  seen  as  a tool  for  employee  recruit- 
ment. 

Setting  up  the  Logistics 

Liability  was  the  first  concern  for 
Blackwell  and  Acxiom  executives. 

Employees  must  sign  up  to  partici- 
pate in  the  program  and  sign  a waiver. 
The  waiver  stresses  that  e-doc  is  not  for 
emergencies. 

“It  is  only  for  problems  that  can  wait 
24  hours  for  an  answer,”  Dr.  Smith  said. 

Cost  also  was  a factor.  Blackwell 
says  the  question  was  whether  one  e- 
mail  should  be  considered  an  office  visit 
or  handled  on  a per-problem  basis  since 
it  often  takes  a couple  of  messages  to 
address  one  problem. 

Although  other  companies  might  set 
up  the  program  a different  way, 
Blackwell  said,  Acxiom  contracted  to 
charge  on  a per-problem  basis. 

A small  test  group  was  set  up  for  the 
program  in  1998.  After  six  months  the 


company  surveyed  the  group  to  deter- 
mine usage  and  whether  employees 
thought  the  program  was  beneficial. 

“Overwhelmingly,  the  response  was 
very  positive,”  Blackwell  said. 

A larger  test  group  came  next,  with 
about  500  employees  from  a cross  sec- 
tion of  the  company.  Again,  the  response 
was  positive.  Dr.  Smith  says  he  has  re- 
ceived several  thank-you  notes  from  em- 
ployees. 

The  three  to  10  questions  Dr.  Smith 
receives  each  day  take  him,  at  most,  a 
couple  of  hours  to  research  and  answer. 
Two  other  physicians  answer  questions, 
too. 

“It’s  not  our  intent  to  take  over  the 
role  of  a primary  care  physician,”  Dr. 
Smith  reiterated.  “Frequently  my  answer 
might  well  be  that  you  need  to  go  see  a 
doctor.” 

Dr.  Smith  says  e-doc  also  is  not  an 
avenue  for  people  to  access  inappropriate 
drugs  or  medications.  The  doctors  are  “very 
conservative”  in  refilling  a prescription  and 
will  not  do  so  without  “adequate  infor- 
mation,” he  says. 

One  major  difference  between  e-doc 
and  many  of  the  health  care  sites  that 
are  proliferating  on  the  Internet  is  the 
affiliation  with  a university  rather  than 
a private  company.  Also,  the  program 
is  offered  within  the  context  of  a 
company’s  benefit  plan  and  by  contract 
between  UAMS  and  the  company. 

Dr.  Smith  and  Acxiom  are  gather- 
ing data  on  usage  and  say  it’s  too  early 
to  spot  any  trends  or  determine  whether 
the  program  is  saving  health  care  costs. 
Also  monitored  will  be  employee  health 


costs  before  and  after  the  pro- 
gram began,  time  away  from 
work  and  disease-specific 
data  about  how  employees 
are  able  to  manage  illness 
with  the  information  received 
via  e-doc. 

Blackwell  says  the  pro- 
gram has  been  successful  so 
far.  Asked  if  she  thinks  e-doc 
could  succeed  at  reducing 
health  care  costs,  she  an- 
swered, “Oh,  definitely.” 

She  notes  that  she  is  a bit 
prejudicial  because  she  has  used  the  pro- 
gram herself.  She  learned  about  how  al- 
lergies affect  her  son,  who  suffers  from 
asthma. 

E-doc  was  cited  by  Fortune  maga- 
zine as  one  reason  Acxiom  was  ranked 
one  of  the  best  companies  to  work  for 
in  the  country. 

Dr.  Smith  says  he  has  been  contacted 
by  other  companies  — including  a couple 
of  nationwide  corporations  — express- 
ing interest  in  e-doc.  Officials  from  a uni- 
versity also  expressed  interest  in  the  pro- 
gram for  faculty  and  employees. 

Dr.  Smith  has  taken  steps  to  create  a 
company  around  the  program  through 
the  UAMS  biomedical  business  incuba- 
tor, Arkansas  BioVentures,  which  has  a 
process  for  moving  discoveries  through 
the  planning  and  copyright  stages  to 
setting  up  shop  in  the  incubator.  At  vari- 
ous points,  committees  review  plans  for 
a prospective  company,  analyzing  ele- 
ments such  as  the  potential  market  and 
operating  costs. 

When  patented,  UAMS  will  own 
the  business  and  the  creator  can  license 
it  from  the  university,  which  is  paid 
with  a cut  of  revenue. 

Dr.  Smith  says  he  is  working  with 
UAMS  officials  to  determine  the  future 
of  the  e-doc  program.  As  it  grows,  Dr. 
Smith  says,  he  would  need  to  hire  ad- 
ditional physicians  to  handle  the  in- 
creased e-mail  traffic. 

“I  am  absolutely  convinced  the  time 
is  right,”  he  said.  ■ 

Parts  of  this  article  reprinted  from 
Aug.  30  issue  of  Arkansas  Business. 
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Meet  Our  Members 

Kimberly  Ferguson  Garner,  MD 


By  Judith  M.  Gallman 


Dr.  Kimberly  Ferguson  Garner  can’t  stand  inefficiency. 

That’s  why  Dr.  Garner,  a family  practice  physician  with 
a solo  practice  in  Pine  Bluff,  the  Garner  Family  Clinic,  has 
developed  a paperless  office. 

Actually,  Dr.  Garner  can’t  stop  paper  from  coming 
into  her  office,  and  she  must  print  some  prescriptions 
and  a few  forms  for  patients.  But  she  keeps  all  her 
records,  including  patient  hilling,  in  electronic  form. 
She’s  among  an  estimated  5%  of  physicians  nationwide 
who  have  implemented  electronic  technology  in  their 
practices. 

She  decided  before  opening  her  practice  to  incur  the 
substantial  start-up  cost  of  creating  an  electronic  office 
— about  $100,000  for  an  integrative  computer  and  bill- 
ing system  (Next  Gen,  Millbrook  and  Rosetta  interface 
shell),  servers,  hubs  and  personal  computers  in  each  ex- 
amination room  — and  she  made  the  decision  without 
knowing  much  about  computers. 

“I  am  computer  savvy  now,”  said  Dr.  Garner,  37. 

Saving  Time 

As  a resident,  Dr.  Gamer  realized  a big  challenge  office 
staff  face  is  finding  a patient’s  chart,  and  she  noticed 
unnecessary,  frequent  repetition  of  data  entry.  At  the 
same  time,  she  began  to  understand  the  implications 
computers  have  on  effective  management.  She  also  de- 
cided medical  care  likely  would  become  interactive  with 
computers. 

“There  are  better  ways  to  manage  information,”  Dr. 
Garner  said.  But  physicians  are  resistant  to  electronic 
conversion  simply  because  record  management  has  “al- 
ways been  done  on  paper.  Just  because  it  has  been  on 
paper  doesn’t  mean  it  always  has  to  be  that  way.” 

Computers  save  time  that  Dr.  Garner  would 
rather  spend  talking  to  and  caring  for  patients.  Be- 
sides, physicians  and  many  staff  members  are  too  highly 
trained  and  paid  for  repetitive  clerical  matters  associ- 
ated with  keeping  records.  Furthermore,  computers  can 
provide  research  data  and  statistics  for  measuring  the 
effectiveness  of  common  therapies  that  today’s  doc- 
tors really  can’t  be  sure  work,  she  said. 

“We  have  a shrinking  amount  of  money 
available  for  health  care,”  Dr.  Garner  said, 
zeroing  in  on  the  wasteful  repetitive  tasks. 

“We  have  got  to  be  able  to  control  it. 

“The  way  we  [physicians]  manage 


information,  we  are  far  behind  [other  professions].  We 
still  do  so  many  things  inefficiently.” 

Earlier  Career 

Dr.  Garner  is  a single  mother  whose  first  career  was  as  a 
registered  dietitian.  She  holds  a bachelor’s  degree  in  dietet- 
ics from  Louisiana  Tech  University  in  Ruston,  La.,  and 
worked  as  a consultant  dietitian  and  nutritionist  in  Pine 
Bluff  until  the  resident  director  of  the  Area  Health  Educa- 
tion Center-Pine  Bluff  office,  Dr.  Herb  Findley,  encouraged 
her  to  attend  medical  school.  She  took  the  plunge. 

She  moved  to  Little  Rock  to  live  in  a dorm  at  the  Uni- 
versity of  Arkansas  for  Medical  Sciences. 

After  six  years  of  being  out  of  school,  returning  to  the 
classroom  was  no  easy  task,  but  she  adjusted,  spending  all 
of  her  time  studying.  Because  she  had  no  premedical  courses, 

Dr.  Gamer  finds 
time  to  manage  a 
practice , be  a 
mom  and  go  to 
law  school. 
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she  had  some  catching  up  to  do.  But  she  did  have  invalu- 
able life  experiences. 

“I  had  a lot  of  motivation.  I had  quit  a job,  a good  job; 
I had  a child  to  support,”  she  said.  “I  didn’t  have  the  dis- 
tractions [others  faced].” 

While  her  counterparts  were  perhaps  better  prepared 
educationally,  she  was  a bit  ahead  when  she  began  her  clini- 
cal rotations  because  she  had  worked  in  a hospital  and  had 
experience  charting  and  writing  notes. 

There  is  a strong  and  obvious  connection  between 
nutrition  and  health,  she  said. 

“Diet  therapy  is  a big  part  of  medical  care,”  she  said, 
estimating  the  top  10  chronic  medical  problems  — diabe- 
tes, heart  disease,  hypertension,  for  example  — require  diet 
therapy.  And  as  a nutritionist  and  registered  dietitian,  she 
had  served  in  pediatrics,  helped  teen-agers  and  adults,  and 
cared  for  geriatric  populations.  Family  practice  medicine 
was  a natural  and  logical  choice,  she  said. 

Dr.  Garner  received  her  medical  degree  in  1994  and 
performed  a family  practice  residency  in  the  AHEC-Pine 
Bluff  facility.  She  opened  her  solo  practice  in  1997  at  the 
Good  Faith  Medical  Complex.  She  anticipates  moving  the 
practice  later  this  year. 

Dr.  Garner’s  daughter,  Kelley,  14,  who  lived  with  her 
grandparents  while  her  mom  went  to  med  school,  is  a stu- 


dent in  nearby  Watson  Chapel.  Dr.  Garner  manages  to  find 
time  to  be  a Volunteer  in  Public  Schools  in  Pine  Bluff. 

Law  School 

It  was  her  strong  interest  in  an  electronic  office  that 
started  Dr.  Garner  down  another  path  - — ■ law  school.  When 
she  set  up  her  electronic  office,  she  found  little  legal  prece- 
dent, case  law  or  history  on  electronic  data  management.  So 
set  her  mind  on  going  to  law  school  to  find  out  for  herself. 

She  started  classes  at  the  University  of  Arkansas  at  Little 
Rock  School  of  Law  about  18  months  ago.  She  anticipates 
completing  her  juris  doctorate  degree  in  May  2002. 

“I  believe  somewhere  down  the  road  there  will  be  a need 
for  a person  who  understands  the  law  on  computers  and 
medicine,”  said  Dr.  Garner,  who  anticipates  assisting  with 
national  and  local  legislation  touching  on  the  topics  as  more 
hospitals  and  physicians’  offices  turn  to  electronic  records 
management. 

That’s  where  her  membership  in  the  Arkansas  Medi- 
cal Society  will  help.  A member  since  1997,  Dr.  Garner 
joined  the  society  to  have  the  opportunity  to  present  a 
unified  position  on  issues.  Through  an  organization  such 
as  the  AMS,  physicians  can  better  monitor  issues  that 
affect  health  care  and  health  care  costs  at  all  levels,  she 
said.  ■ 
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LOSS  PREVENTION 


The  history 
reveals  10 
separate 
surgical 
procedures 
ranging  from 
tonsillectomy 
to  three 
separate 
procedures  for 
"lysis  of 
adhesions” 
without 
evidence  of 
true  intestinal 
obstruction.  In 
all,  she  had  16 
previous 
admissions  for 
abdominal  and 
back  pain. 


It  Keeps  Happening! 

J.  Kelley  Avery,  MD 


According  to  her  history,  a 38-year-old 
beautician  had  a total  abdominal  hysterectomy 
with  bilateral  salpingooophorectomy  at  age  16 
for  carcinoma  of  the  cervix.  The  age  at  which 
this  was  done  almost  surely  is  in  error,  but  the 
record  never  explores  this.  She  subsequently  had 
two  Cesarean  sections  with  the  delivery  of 
healthy  babies. 

The  history  reveals  10  separate  surgical  pro- 
cedures ranging  from  tonsillectomy  to  three 
separate  procedures  for  “lysis  of  adhesions”  with- 
out evidence  of  true  intestinal  obstruction.  In 
all,  she  had  16  previous  admissions  for  abdomi- 
nal and  back  pain.  On  one  of  these  occasions,  a 
diagnosis  of  “mild  pancreatitis”  was  made. 

This  time  she  presented  to  a surgeon  for 
abdominal  pain.  He  stated,  “She  was  very  anx- 
ious to  have  surgery.”  After  the  examination, 
he  stated,  “The  potential  benefits  of  the  surgery 
in  my  estimation  are  far  outweighed  by  the  po- 
tential downside.”  She  was  not  obstructed,  and 
her  history  made  surgery  something  to  be  done 
“if  all  else  fails.” 

More  than  a year  later  she  saw  the  same  sur- 
geon with  some  “knots  in  the  right  side  of  her 
neck.”  She  correctly  recounted  her  long  and 
complicated  medical  record,  including  the  mul- 
tiple operations.  She  asked  to  have  a serum 
amylase  done,  since  she  had  previously  had  the 
diagnosis  of  mild  pancreatitis. 

The  examination  revealed  slight  tenderness 
over  the  mastoid  process  on  the  right  and  the 
small  ( 1 cm)  nodes,  thought  to  he  three.  X-rays 
of  her  neck  and  mastoids  were  negative  and  she 
was  given  a trial  of  antibiotics  to  see  if  the  nodes 
would  respond,  but  when  she  returned  as  di- 
rected live  days  later,  the  nodes  were  unchanged. 
Same-day  surgery  was  scheduled  for  the  next 
week.  The  diagnosis  was  right  posterior  cervi- 
cal adenopathy.  A biopsy  was  to  be  done,  and 
the  physician  stated  in  the  record,  “She  has  a 
high-anxiety  state,  and  I think  it  is  understand: 
able.” 

A standard  hospital  informed  consent  form 
was  used,  which  stated,  “I  hereby  certify  that  I 
have  read  and  fully  understand  the  above  au- 
thorization [right  cervical  node  biopsy]  for  sur- 
gical treatment,  the  reasons  why  the  above 


named  surgery  is  considered  necessary,  its  ad- 
vantages and  the  possible  complications,  if  any, 
as  well  as  possible  alternative  modes  of  treat- 
ment which  were  explained  to  me  by  my  doc- 
tor.” She  signed  her  name. 

Under  a general  anesthetic,  the  operative 
site  was  prepared  and  draped  in  the  usual  fash- 
ion. “We  dissected  down  through  the  trapezius 
and  identified  and  protected  neural  tissue 
which  I presumed  was  part  of  the  spinal  acces- 
sory nerve.”  The  rest  of  the  operation  was  de- 
scribed and  the  tissue  was  sent  to  the  patholo- 
gist. The  nodes  were  benign  and  no  “neural 
tissue”  was  identified. 

The  patient  returned  to  the  physician’s  of- 
fice five  days  later,  as  instructed,  and  stated  that 
she  had  been  unable  to  raise  her  right  arm. 
Believing  that  she  was  not  tolerating  the  post- 
surgical  pain  well,  her  doctor  gave  her  some 
entericcoated  aspirin-like  medication  for  pain, 
with  instructions  to  return,  if  necessary,  in  two 
weeks. 

However,  she  was  admitted  the  next  day 
to  the  hospital  because  of  the  pain  and  the 
persistent  inability  to  raise  her  arm.  She  re- 
turned to  her  primary  care  physician  where  she 
had  a complete  workup  for  the  postoperative 
complication.  The  studies  were  all  negative 
except  for  the  electromyography  and  nerve 
conduction  study  (EMG/NCS),  which  showed 
“mild  denervation  changes  in  the  right  lower 
cervical  paraspinal  muscles  consistent  with  a 
right  lower  cervical  radiculopathy.” 

The  examiner  stated  that  she  showed  “no 
objective  neurologic  deficit”  at  that  time.  She 
did  not  improve,  and  requested  referral  to  a 
neurosurgeon  of  her  own  choice. 

This  surgeon  reviewed  the  record  of  the 
previous  procedure  and  ordered  another  EMG/ 
NCS.  This  study  showed  “acute  and  partial 
denervation  of  the  right  spinal  accessory 
nerve.” 

Pain  and  disability  continued  despite  physi- 
cal therapy  over  a period  of  months.  She  re- 
quired narcotics  for  pain,  and  on  one  of  her 
outpatient  visits  the  examiner  stated,  “Right 
sternomastoid  is  much  stronger  and  nearly 
equal  in  strength  to  left.” 
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After  eight  months  of  therapy  and  re- 
peated examinations,  hut  with  no  improve- 
ment, the  patient  went  across  the  state  on  her 
own  to  consult  yet  another  physician,  a plas- 
tic and  reconstructive  surgeon.  She  then  un- 
derwent surgery  to  repair  the  right  spinal  ac- 
cessory nerve,  even  after  having  been  told  hy 
the  surgeon  that  the  operation  had  no  more 
that  a 10%  chance  of  success. 

At  surgery  an  effort  was  made  to  identify 
the  nerve  in  question,  and  it  was  believed  to 
be  encased  in  scar  tissue  from  the  previous  sur- 
gery. A prominent  neurosurgeon  was  called 
into  the  operating  room,  and  he  did  not  think 
that  any  nerve  tissue  was  identified.  The  pa- 
thologist, however,  stated  in  his  report,  “Fo- 
cally  some  nerve  tissue  is  seen.  The  nerve  tis- 
sue appears  slightly  degenerated.”  The  pa- 
tient was  left  with  some  permanent  disabil- 
ity to  the  right  arm. 

A lawsuit  was  filed  charging  that  the  ini- 
tial surgeon  “negligently  injured  the  patient’s 
right  spinal  accessory  nerve  while  doing  a bi- 
opsy of  nodes  in  the  posterior  cervical  area. 
The  neurosurgeon  first  consulted  was  negli- 
gent in  not  aggressively  attempting  repair  of 
the  nerve  after  his  examination.” 

After  investigation  and  preparation  by 
both  plaintiff  and  defense,  the  case  was  closed 
by  settlement.  The  medical  and  legal  expense 
exceeded  the  damages  awarded  to  this  patient. 

Loss  Prevention  Comments 

On  a previous  visit  to  the  surgeon  who 
later  did  the  node  biopsy,  the  patient  begged 
for  surgery  for  her  alleged  abdominal  pain. 
The  surgeon  wisely  did  not  recommend  sur- 
gery. This  patient’s  history  would  lead  the 
cautious  surgeon  to  defer  surgery  until  abso- 
lutely required  to  manage  the  presenting 
problem.  The  nodes  in  the  right  posterior 
cervical  triangle  were  unimpressive,  and 
there  was  no  response  to  antibiotic  therapy. 
The  surgeon  had  referred  in  his  record  to  her 
high  anxiety  and  nervousness.  Reassurance 
and  continued  observation  for  a few  weeks 
would  have  been  in  order. 

This  patient  might  well  have  gone  to  an- 
other doctor  and,  in  retrospect,  that  would 
have  served  the  surgeon  well  indeed.  The 
EMG/NCS  showed  damage  to  the  nerve  and 
she  did  have  some  disability  in  that  arm, 
which  coincided  with  the  damage. 

The  surgical  experts  criticized  the  surgeon 


for  “dissecting  through  the  trapezius”  in  or- 
der to  expose  the  nodes.  They  contended  that 
the  muscle  should  have  been  retracted,  ex- 
posing the  posterior  cervical  triangle.  The  de- 
scription of  the  nerve  was  less  than  impres- 
sive. His  reference  to  “neural  tissue”  was  in- 
terpreted hy  these  physicians  as  indicating 
some  confusion  as  to  the  nature  of  the  tissue 
he  encountered.  The  pathology  report  did  not 
reveal  any  “neural  tissue.” 

The  first  surgical  consultant  had  evidence 
that  the  nerve  damage  was  incomplete,  so  he 
did  not  adopt  an  aggressive  approach  to  treat- 
ment. Rather,  he  believed  that  time  and 
physical  therapy  would  bring  improvement. 
It  apparently  did,  according  to  a later  study 
that  stated  that  the  arm  was  stronger  and  al- 
most equal  to  the  unaffected  side.  His  deci- 
sion not  to  operate  was  apparently  a good  one 
in  the  eyes  of  both  the  experts  who  reviewed 
this  case  and  the  reviewing  surgeons  for  the 
defense. 

One  has  only  to  look  at  the  history  of  this 
patient’s  hospital  admissions  and  surgical  pro- 
cedures to  conclude  that  some  psychosomatic 
forces  were  at  work.  She  wanted  surgery.  She 
told  the  surgeon  so  on  her  first  visit  to  him. 
Her  history  warranted  at  least  a consideration 
of  Munchausen’s  syndrome.  Although  found 
liable  for  damages  to  this  patient,  this  sur- 
geon cannot  he  harshly  criticized.  The  patient 
was  not  only  very  convincing  to  him  but  had 
been  to  others,  and  continued  to  be. 

Since  damage  to  the  spinal  accessory  nerve 
is  a known  and  unintended  complication  of 
surgery  in  the  posterior  cervical  triangle,  it  ap- 
pears that  this  patient  should  have  been  in- 
formed of  its  danger  and  it  should  have  been 
part  of  the  informed  consent  discussion  and 
documentation.  This  omission  is  the  reason 
that  this  case  had  to  be  settled.  Had  it  been 
there,  the  lawsuit  probably  would  not  have 
been  filed  in  the  first  place.  ■ 

The  case  of  the  month  is  taken  from  actual 
Tennessee  closed  claims . An  attempt  is  made  to 
fictionalize  the  material  in  order  to  make  it  less 
easy  to  identify. 

Dr.  Avery  is  a member  of  the  Loss  Prevent 
don  Committee , State  Volunteer  Mutual  Insur - 
ance  Co.,  Brentwood,  Tenn.  This  article  appeared 
in  the  February  1999  issue  of  Tennessee  Medi- 
cine. It  is  reprinted  with  permission. 
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STATE 


HEALTH 

WATCH 


Reported  Cases 
of  Selected 
Diseases 
in  Arkansas 

Profile  for  October  1 999 

The  three-month  delay  in  the 
disease  profile  for  a given  month  is 
designed  to  minimize  any  changes 
that  may  occur  because  of  the  effects 
of  late  reporting.  The  numbers  in  the 
table  reflect  the  actual  disease  onset 
date,  if  known,  rather  than  the  date 
the  disease  was  reported.  ■ 


Total 

Total 

Total 

Total 

Total 

Reported 

Reported 

Reported 

Reported 

Reported 

Cases 

Cases 

Cases 

Cases 

Cases 

Disease  Name 

YTD  1999 

YTD 1998 

YTD  1997 

1998 

1997 

Campylobacteriosis 

142 

159 

154 

179 

175 

Giardiasis 

129 

142 

203 

168 

220 

Salmonellosis 

593 

555 

394 

616 

445 

Shigellosis 

73 

194 

230 

211 

273 

Hepatitis  A 

50 

79 

194 

82 

223 

Hepatitis  B 

60 

103 

81 

115 

106 

Hepatitis  C 

7 

7 

5 

10 

5 

Meningoeoccal  Infections 

32 

27 

31 

31 

38 

Viral/Aseptic  Meningitis 

42 

69 

24 

77 

26 

Ehrlichiosis 

21 

14 

22 

14 

22 

Lyme  Disease 

4 

8 

27 

8 

27 

Rocky  Mt.  Spotted  Fever 

18 

23 

33 

23 

31 

Tularemia 

16 

25 

24 

26 

24 

Measles 

4 

0 

0 

0 

0 

Mumps 

0 

13 

1 

13 

3 

Chlamydia 

5,220 

3,201 

2,470 

4,127 

2,554 

Gonorrea 

2,825 

3,281 

6,201 

3,962 

4,388 

Syphilis 

181 

267 

355 

294 

394 

Pertussis 

19 

87 

56 

93 

61 

Tuberculosis 

141 

122 

147 

171 

200 

For  a complete  list  of  reportable  diseases  in  Arkansas , call  the  Arkansas  Department  of  Health, 
Division  of  Epidemiology  at  (501)661-2893. 


2000  Shuffield  Award 


The  Arkansas  Medical  Society  is  seeking  nominations  for 
the  2000  Shuffield  Award,  which  will  be  presented  at  the 
annual  meeting  May  5-6  in  Little  Rock. 


This  award  is  given  each  year  to  recognize  laypersons  in 
Arkansas  who  have  done  outstanding  community  work  in 
the  health  care  field.  The  individual  might  be  a newspaper 
reporter,  television  personality,  government  official,  teacher 
or  individual  promoting  a community  or  health-related 
program.  The  person  cannot  be  a physician  or  a 
physician's  immediate  family  member.  The  nomina- 
tions may  come  from  a county  medical  society,  AMS  or 
alliance  member. 

All  nominations  must  be  received  by  Feb.  29, 2000.  Past 
nominees  may  be  renominated.  If  you  know  someone 
worthy  of  this  honor,  please  contact  the  AMS  office  at 
(501 ) 224-8967  or  (800)  542-1 058. 
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SPECIAL  ARTICLE 


Providing  Culturally  Sensitive  Care 
to  Hispanic  Patients  in  Arkansas 

Providing  culturally  sensitive  care  to  Hispanic  patients  can  lead  to  a better 
patient-physician  relationship.  Greater  compliance,  improved  health  care 
delivery  and  treatment  efficacy  also  are  enhanced  when  health  care 
providers  understand  the  Hispanic  patient’s  expectation  of  care  and  health 
paradigm.1  An  inability  to  understand  the  Hispanic  patient’s  health  beliefs, 
social  system  and  barriers  to  health  care  may  lead  to  a communication 
breakdown  and  compromise  maximal  delivery  of  care. 


Deanna  Perez  Williams,  M.A. 
Herbert  A.  McPherson  Jr.,  MD 


The  population  of  Hispanics  in  Arkansas  has  in- 
creased  dramatically  in  the  last  decade.  Immi- 
gration accounts  for  much  of  this  ethnic  group’s 
growth,  hut  data  remains  limited  because  of  the  in- 
ability to  count  immigrants  who  enter  Arkansas  each 
year.2  Although  the  influx  of  Hispanic  patients  in 
Arkansas  has  increased,  health  care  providers  have 
limited  knowledge  about  their  health  beliefs,  status 
or  behavior.3 

Hispanic  Health  Beliefs 

In  Arkansas,  the  majority  of  Hispanics  are  of 
Mexican  heritage,  hut  other  individuals  may  he  from 
Guatemala,  El  Salvador  and  Honduras,  as  well.  Al- 
though use  of  the  ethnic  term  “Hispanic”  assumes 
homogeneity  for  populations  diverse  in  culture  and 
heritage,  there  are  some  important  cultural  differ- 
ences between  the  various  Hispanic  ethnic  groups. 
However,  they  share  core  beliefs  concerning  health 
and  illness.  Recent  Hispanic  immigrants  are  more 
likely  to  maintain  traditional  beliefs  and  values, 
whereas  U.S.  bom  Hispanics  are  more  likely  to  have 
more  assimilated  attitudes.3 

For  the  Hispanic,  the  etiology  of  health  and  ill- 
ness is  based  on  the  belief  that  the  mind  and  body 
are  inseparable.  That  is,  there  is  not  a perceived  di- 
chotomy between  emotional  and  somatic  illness.  In- 
stead, the  mind  and  body  are  connected  to  the  physi- 
cal, emotional  and  spiritual  self.  This  cultural  con- 


struct explains  why  it  is  natural  for  Hispanic  patients 
to  present  emotional  problems  as  part  of  their  so- 
matic complaint.  For  example,  los  nervios,  “the 
nerves,”  can  be  referred  to  for  almost  any  physical 
illness.4 

An  important  concept  of  the  Hispanic  health 
belief  system  is  that  illness  is  caused  by  an  imbal- 
ance of  bodily  “humors”  or  fluids.  When  the  bodily 
humors  are  in  equilibrium,  the  body  is  in  a healthy 
state.  A change  in  the  balance  can  bring  about  ill- 
ness. Therefore,  for  the  restoration  of  health,  a bal- 
ance must  be  achieved  with  the  natural  and  super- 
natural environment.  Consequently,  the  Hispanic 
will  treat  these  imbalances  according  to  the  hot/cold 
theory,  which  determines  treatment.4  Pregnancy,  for 
example,  is  considered  a “hot”  state,  and  therefore 
hot  medicines  and  hot  foods  are  avoided.  Since  iron 
tablets  and  prenatal  vitamins  are  considered  “hot,” 
Hispanic  women  may  avoid  taking  these.  However, 
they  may  be  encouraged  to  take  these  vitamins  with 
a “cold”  substance  such  as  fruit  juice  to  minimize 
the  vitamin’s  hot  effects.  5 

Self-Care 

Self-care  is  a central  concept  in  the  Hispanic 
health  belief  system.  It  is  defined  as  self-assessment, 
self-diagnosis  and  self- treatment  both  to  maintain 
health  and  treat  illness.  Activities  performed  by  an 
individual,  family  or  community  to  achieve,  main- 
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tain  or  promote  optimal  health  is  considered 
self-care.6 

An  estimated  70%  to  90%  of  self-recognized 
episodes  of  illness  within  the  Hispanic  culture 
are  managed  outside  the  professional  health 
care  system.1  Since  self-care  is  incorporated  into 
the  Hispanic  belief  system  of  health,  home  rem- 
edies are  usually  tried  first  for  illnesses  within 
the  family  network  according  to  the  hot/cold 
theory.  Many  of  the  home  remedies  consist  of 
herbal  remedies,  herbal  teas  or  foods.  Nightshade 
(yerba  mora),  for  example,  is  used  to  relieve  colic, 
diarrhea  and  menstrual  cramps.  Consequently, 
seeking  medical  treatment  is  delayed.3,5'7 

Self-care  also  is  largely  attributed  to  the  ra- 
tionale in  the  decision-making  process  of  when 
to  seek  medical  prenatal  care.  The  pregnant  His- 
panic woman  may  resort  to  the  cultural  prac- 
tices of  her  health  belief  system  that  prescribe 
prenatal  care  treatment  and  behavior  during 
pregnancy.  Since  she  believes  these  cultural  prac- 
tices will  protect  herself  and  her  fetus’  health, 
she  does  not  perceive  a need  to  seek  early  medi- 
cal prenatal  care.5,7 

The  Family 

Decisions  about  health  are  not  left  to  the  ill 
individual  hut  rather  the  family  network  or  ex- 
tended family.  Consequently,  the  family  network 
is  the  most  important  source  of  self-care  infor- 
mation and  emotional  and  physical  support  dur- 
ing illness.  Family  decisions  may  even  supersede 
decisions  made  by  health  care  providers.  How- 
ever, compared  to  other  groups,  Hispanics  en- 
courage positive  health  behaviors,  which  con- 
tribute to  more  favorable  health  outcomes. 3,7 

Barriers  to  Health  Care 

In  Arkansas,  lack  of  financial  resources  force 
many  Hispanics  to  forgo  any  type  of  contact  with 
the  health  care  delivery  system.  Many  Hispanics 
are  often  in  low-wage  positions  without  the  choice 
or  ability  to  afford  health  insurance.2  A 1998  sur- 
vey by  the  Council  of  Economic  Advisors  indi- 
cates that  Hispanics  in  the  United  States  are  the 
least  likely  group  to  he  insured  as  compared  to 
others.8  Many  Hispanics  in  Arkansas  lack  a basic 
knowledge  regarding  available  medical  resources. 
There  also  are  other  factors  contributing  to  their 
vulnerability  including  the  language  barrier,  in- 
adequate transportation  and  acculturation  stresses. 
As  a result,  this  population  tends  to  be  medically 
underserved  and  often  neglected.2 
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Culturally  Sensitive  Care 

Providing  culturally  sensitive  care 
begins  with  establishing  a rapport  with 
Hispanic  patients  through  personal 
conversation  to  determine  their  per- 
ception of  illness.  They  value 
simpatia,  which  refers  to  a desire  for 
warm  interpersonal  relations.  Physi- 
cians who  use  simpatia  will  be  polite, 
respectful  and  will  avoid  criticism, 
confrontation  or  assertiveness.9 

By  being  culturally  aware  and 
showing  concern,  the  patient  will  be 
more  receptive  to  care  and  treatment. 
Here  are  some  further  suggestions  for 
providing  culturally  sensitive  care  to 
Hispanic  patients: 

1.  Establish  rapport  with  small 
talk.  Begin  communicating  with  the 
Hispanic  patient  with  small  talk, 
which  will  contribute  to  establishing 
trust.  Starting  the  interaction  with 
questions  about  their  illness  may  be 
interpreted  as  being  indifferent  or  un- 
caring. 

2.  Ask  open-ended  questions. 

Refrain  from  asking  “yes”  or  “no”  ques- 
tions. Hispanic  patients  may  respond 
to  questions  with  a “yes”  as  an  act  of 
courtesy,  which  may  not  necessarily 
mean  they  agree  or  understand. 

3.  Acknowledge  family.  Include 
family  members  in  the  decision-mak- 
ing process  whenever  possible,  par- 
ticularly a Hispanic  woman’s  spouse. 
Ask  if  patients  need  to  consult  with 
their  family  about  major  decisions. 
Respect  family  roles.  For  example,  a 
Hispanic  woman  may  prefer  her 
mother  or  other  female  family  mem- 
ber in  the  labor  room  instead  of  her 
spouse. 

4.  Acknowledge  their  health  be- 
lief system.  Being  sensitive  to  their 
beliefs,  practices  and  rituals  also  will 
enhance  rapport.  Incorporating  their 
cultural  beliefs  into  treatment  strate- 
gies will  ensure  that  treatment  will  be 
effective.  Listen  to  how  Hispanic  pa- 
tients perceive  symptoms  and  treat- 
ment management.  Importantly,  in- 
quire if  they  have  self-treated  with  any 
of  their  home  remedies. 

5.  Acknowledge  their  modesty. 
Modesty  is  a major  issue  during  ex- 
amination for  females  especially  if  the 
physician  is  a male.  For  example, 


women  from  the  rural  areas  of  Mexico 
are  used  to  having  a lay  midwife  as  a 
birth  attendant  during  pregnancy.  It 
is  important  to  try  to  prevent  embar- 
rassment as  much  as  possible  during 
any  examination. 

6.  Use  an  interpreter.  When  pos- 
sible use  an  interpreter  especially  to 
explain  complex  medical  information. 
If  an  interpreter  is  unavailable  use 
simple  language,  and  avoid  technical 
and  medical  terms.  Refrain  from  us- 
ing a male  family  member  to  interpret 
for  a female  family  member  because 
of  modesty. 

7.  Communicate  in  Spanish. 

Consider  learning  a few  greetings  in 
Spanish.  This  will  go  a long  way  in 
establishing  rapport.  There  are  several 
medical  phrase  books  in  Spanish 
available.5,10 

Conclusion 

Contrary  to  popular  belief,  most 
immigrants  who  arrive  in  the  United 
States  are  in  better  health  than  their 
U.S.  born  counterparts.  However, 
their  health  deteriorates  in  direct  pro- 
portion to  their  stay.  Relocation,  liv- 
ing in  poverty,  coping  with  language 
barriers  and  other  social  stresses,  as 
well  as  adopting  American  high-risk 
health  behaviors,  contribute  to  their 
poor  health  status.11 

Understanding  the  Hispanic 
patient’s  perceptions  of  health  and  ill- 
ness, acknowledging  the  importance 
of  the  family  and  establishing  a rap- 
port may  increase  the  likelihood  that 
patients  are  given  information  most 
appropriate  to  their  illness.  By  avoid- 
ing cultural  imposition,  or  the  expec- 
tation that  everyone  should  conform 
to  the  culture  of  the  majority,  the 
patient’s  chance  for  a successful  out- 
come increases.  Perhaps  one  of  the 
most  important  challenges  to  physi- 
cians and  other  health  care  providers 
in  the  next  millennium  is  providing 
culturally  diverse  health  care  to  the 
growing  multicultural  populations  in 
Arkansas.  The  implications  for  pro- 
viding culturally  competent  care  for 
all  vulnerable  populations  will  contrib- 
ute to  improving  the  state’s  health 
ranking,  which  is  currently  at  48th  na- 
tionally.12 ■ 
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The  Waves  of  the  Electrocardiogram: 

Part  4:  The  T Wave 

Lee  Davis,  MD  — Joe  K.  Bissett,  MD  — J.  David  Talley,  MD 


This  is  the  fourth  article  in  a series 
of  discussions  reviewing  the  principle  fea- 
tures  involved  in  interpreting  electrocar- 
diograms (ECGs).  In  this  article  we  will 
discuss  the  T wave  arid  its  variations. 

Patient  Presentation 

A 65 -year-old  African-American 
male  presented  to  the  hospital  with 
shortness  of  air,  general  malaise,  fa- 
tigue, anorexia,  nocturia  and  pruritus. 


He  had  an  S3  gallop,  lower  ex- 
tremity edema,  bibasilar  crackles 
and  pedal  edema.  ECG  showed  nor- 
mal sinus  rhythm,  left  ventricular 
hypertrophy  and  tall,  peaked  T 
waves  (Fig.  1).  Electrolytes  ob- 
tained revealed  potassium  of  6.2 
mEq/L  and  creatinine  of  6.9  mg/dl. 

The  T wave 

Ventricular  repolarization.  The 


heart  produces  and  transmits  electri- 
cal current.  With  the  use  of  an  am- 
plifier, electrical  currents  can  be  re- 
corded throughout  the  body.  Electro- 
cardiograms record  the  changes  in 
electrical  current  throughout  the  car- 
diac cycle.  These  changes  are  re- 
corded as  the  p wave,  QRS  complex 
and  T wave.  The  T wave  represents 
ventricular  repolarization  and  usually 
lasts  0.16  second. 


Fig.  1 : ECG  showed  normal  sinus  rhythm,  left  ventricular  hypertrophy  and  tall,  peaked  T waves  (seen  especially  in  V3  and 
V4)  consistent  with  hyperkalemia.  The  serum  potassium  was  6.2  mEq/L. 
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Table  1 . Examples  of 
primary  and  secondary 
T wave  abnormalities 

Primary  T wave  Abnormalities 

Constrictive  pericarditis 

Hypertrophic  cardiomyopathy 

Pericarditis 

Myocarditis 

Post-tachycardic  state 

Myocardial  contusion 

Myocardial  ischemia 

Pheochromocytoma 

Hyperventilation 

Digitalis 

Secondary  T wave  abnormalities 

Left  ventricular  hemorrhage 
Bundle  branch  block 


T wave  Axis.  The  T wave  vector 
is  leftward,  inferior  and  anterior  in 
most  adults.  Invariably,  T waves  are 
upright  in  leads  I and  II  and  inverted 
in  AVR.  T waves  in  lead  I are  inverted 
in  about  50%  of  females  and  uncom- 
mon in  males.  In  a study  by  Lamb,  ap- 
proximately 1%  of  men  had  inverted 
T wave  in  lead  I.1,2  The  presence  of  T 
wave  inversion  in  two  or  more  right 
precordial  leads  in  a normal  adult  is 
called  persistent  juvenile  pattern. 

T wave  Amplitude.  The  T waves 
amplitude  should  be  less  than  6mm 
in  all  the  limb  leads.  The  tallest  T 
waves  are  present  in  precordial  leads. 
The  amplitude  in  precordial  leads 
range  from  6mm  to  12mm.  Amplitude 
significantly  decreases  in  males  over 
the  age  of  40  and  is  decreased  in  the 
left  precordial  leads.1  T waves  should 
be  no  less  than  10%  of  the  height  of 
the  of  the  R wave  in  any  lead.3 

T wave  Shape.  T waves  are  usu- 
ally asymmetrical.  In  patients  greater 
than  30  years  of  age,  inverted  T waves 
in  V2  and  V3  may  be  normal.  In- 
verted T waves  in  lead  VI  are  nor- 
mal. T waves  normally  have  an  up- 
ward concavity  if  the  T wave  is  up- 
right and  downward  concavity  if  the 
T wave  is  inverted.4 

T wave  Changes.  T wave  changes 


are  a vast  topic.  These  changes  are 
sometime  referred  to  as  nonspecific 
due  to  the  large  differential  in  refer- 
ence to  these  changes  (See  Table  1 ). 
T wave  changes  may  be  due  to  local 
or  global  abnormalities  in  ventricu- 
lar repolarization.  Primary  T wave 
abnormalities  are  the  result  of  re- 
gional alteration  in  the  duration  of 
depolarized  state,  such  as  ischemia. 
Secondary  T wave  changes  are  due  to 
an  alteration  in  the  timing  and  se- 
quencing of  the  ventricular  repolar- 
ization. 

T wave  changes  are  more  specific 
when  clinical  information  is  corre- 
lated with  ECG  findings.  For  ex- 
ample, the  T wave  changes  noted  in 
the  case  presentation  were  due  to 
hyperkalemia.  T waves  are  tall, 
peaked  and  narrow  in  precordial 
leads.  There  are  a plethora  of  addi- 
tional causes  of  tall  T waves.  If  the 
case  presentation  was  to  feature  an 
individual  with  chest  pain,  the  ECG 
could  have  represented  the  hyper- 
acute T waves  of  acute  myocardial 
infarction.  ■ 
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AMS/AHA  Coding 
Workshops 

Karen  Scott,  a certified 
professional  coder  from 
the  American  Association 
of  Professional  Coders, 
will  conduct  several 
daylong  workshops  across 
the  state  on  intermediate 
CPT  coding.  The  work- 
shop is  sponsored  by  the 
Arkansas  Medical  Society 
and  the  Arkansas  Hospital 
Association.  Registration 
is  $125  for  AMS  members 
and  staff  and  $ 1 7 5 for 
others.  To  learn  more 
about  the  seminars,  call 
Donna  Boroughs,  Arkan- 
sas Hospital  Association, 
(501)  224-7878. 

Jan.  27 

Intermediate  CPT  Coding 

Holiday  Inn  Civic  Center 
in  Fort  Smith 

Jan.  28 

CPT  2000  Coding  Update 

Holiday  Inn  Civic  Center 
in  Fort  Smith 

Feb.  15 

Intermediate  ICD-9 
Coding  Workshop 

Camden 

Feb.  16 

Intermediate  ICD-9 
Coding  Workshop 

Pine  Bluff 

April  1 1 

Advanced  ICD-9 
Coding  Workshop 

Camden 

April  12 

Advanced  ICD-9 
Coding  Workshop 
Pine  Bluff 


CALENDAR 


March  25-28 
National  Leadership 
Development  Conference 

“Is  It  Good  Medicine? 

A Call  to  Lead:  A Chal- 
lenge to  Serve”  is  the  topic 
of  the  National  Leadership 
Development  Conference 
March  25-28  at  the 
Fontainebleau  Hilton  Hotel 
in  Miami  Beach,  Fla.  The 
keynote  speaker  is  Tom 
Peters,  acclaimed  author  of 
“In  Search  of  Excellence” 
and  “The  Circle  of  Innova- 
tion.” To  register  for  the 
NLDC  and  for  additional 
information,  call  the 
American  Medical 
Association’s  registration 
hot  line,  (800)  262-321 1,  or 
visit  the  NLDC  web  site, 
www.ama-assn.org.  To 
reserve  a hotel  room,  call 
(800)  548-8886  or  (305) 
538-2000,  or  visit  the  hotel 
web  site,  www.hilton.com. 

May  4-5 

Antimicrobial  Resistance 

The  Royal  Society  of 
Medicine  Foundation, 
Illinois,  and  the  Royal 
Society  of  Medicine, 
London,  have  planned  a 
two-day  international 
conference  on  antimicro- 


bial resistance  in  Washing- 
ton, D.C.  For  more  infor- 
mation, contact  the  Royal 
Society  of  Medicine 
Foundation,  (847)  234- 
6382,  fax  (847)  234-6511  or 
e-mail  rsmfil@aol.com. 

May  12-19 

American  Occupational 
Health  Conference 

The  American  Occupa- 
tional Health  Conference  is 
set  for  May  1 2-19  at  the 
Pennsylvania  Convention 
Center  in  Philadelphia.  J.D. 
Kleinke,  MSB,  medical 
economist  and  author,  and 
W.  Allen  Schaffer,  MD, 
senior  vice  president  and 
chief  medical  officer  of 
CIGNA  HealthCare,  are 
the  keynote  speakers.  The 
conference  serves  as  the 
annual  meeting  for  the 
American  College  of 
Occupational  and  Environ- 
mental Medicine  and  the 
American  Association  of 
Occupational  Health  Nurses 
Inc.  For  more  information, 
contact  Debra  Bethard- 
Caplick  at  ACOEM,  (847) 
818-1800,  ext.  383,  or  e- 
mail  dcaplick@acoem.org; 
or  contact  Yvonne  B. 
Matheme,  AAOHN,  (770) 


May  5-6,  2000 
Arkansas  Medical  Society 
Annual  Meeting 

The  Arkansas  Medical  Society 
will  hold  its  124th  annual  meet' 
ing  May  5 '6  at  the  Embassy 
Suites  Hotel  in  Little  Rock. 


455-7757,  ext.  1 10,  or  e- 
mail  yvonne@aaohn.org. 

June  8-10 
American  Board  of 
Medical  Specialties 
Conference 

“Credentialing 
Physician  Specialists:  A 
World  Perspective”  will  be 
held  June  8-10  at  the 
Westin  Hotel  River  North 
in  Chicago.  The  confer- 
ence is  sponsored  by  the 
American  Board  of 
Specialties’  Research  and 
Education  Foundation  and 
the  Royal  College  of 
Physicians  and  Surgeons  of 
Canada.  Registration  fees 
are  $485,  and  May  5 is  the 
reservation  deadline.  For 
more  information  about  the 
conference,  call  the 
ABMS,  (847)  491-9091. 

To  reserve  directly  with  the 
hotel,  call  (312)  744-1990. 

July  7 

The  Royal  Society 
of  Medicine 

Fellows  and  members 
can  join  the  Royal  Society 
of  Medicine  for  Millen- 
nium Member’s  Day  on 
July  2 in  London.  The 
RSM  has  millennium 
activities  — library 
competition,  library 
events,  oral  presentations, 
sporting  events,  social 
events  and  products  — 
throughout  the  year.  If 
you’re  interested  in  more 
details  about  RSM 
millennium  events, 
contact  Kate  Lindley,  0171 
290  3947  or  020  7290 
3947.  Keep  up  to  date  by 
visiting  the  web  site  at 
www.  royalocmed.ac . uk/ 
2000.htm. 
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to  the  following  members  who  are  participating  in  the  Arkansas  Medical 
Society’s  long-range  planning  project.  These  members  have  volunteered  their 
time  to  discuss  problems  and  challenges  they  encounter  and  how  the  AMS  can 
help  meet  the  needs  of  Arkansas’  physicians. 


Long-Range  Planning  Committee  Steering  Group 

William  Jones 

Little  Rock 

Chairman:  Carlton  Chambers... 

. Little  Rock 

Lloyd  Langston 

Pine  Bluff 

Vice  Chairman:  Scott  Ferguson  . 

. West  Memphis 

Thomas  Langston 

Harrison 

Omar  T.  Atiq 

. Pine  Bluff 

Charles  Logan 

Little  Rock 

Joseph  Beck  

. Little  Rock 

Michael  Moody 

Salem 

Donald  G.  Blagdon 

. Camden 

Brenda  Powell 

Hot  Springs 

April  Davidson 

. Little  Rock 

Joe  Stallings 

Jonesboro 

Denise  R.  Greenwood  

. Little  Rock 

Gerald  Stolz 

Russellville 

Anthony  Hui 

. Fayetteville 

Steven  Thomason  

Little  Rock 

Hugh  Jackson 

. Fort  Smith 

James  R.  Wharton 

Springdale 

Long-Range  Planning  Volunteers 

Robert  E.  Jones 

Benton 

Russell  Allison 

Russellville 

Robert  Kale 

Fort  Smith 

Pat  Bell 

Helena 

James  Kolb 

Russellville 

Robert  Bell 

Russellville 

Mark  E.  Larey 

Hot  Springs 

Raymond  V.  Biondo 

North  Little  Rock 

Larry  Lawson 

Paragould 

Thomas  Braswell  

England 

Keith  M.  Lipsmeyer 

Morrilton 

Gilbert  A.  Buchanan 

Little  Rock 

Don  Lum 

Pine  Bluff 

John  Burge 

Lake  Village 

John  Lytle 

Pine  Bluff 

Roger  Cagle 

Paragould 

Peter  A.  MacKercher 

Mt.  Home 

Raines  Chaffin 

Bryant 

Linda  McGhee 

Fayetteville 

Rodney  Chandler 

Texarkana 

David  Millstein 

Mt.  Home 

Robert  B.  Choate 

North  Little  Rock 

David  Murphy  

Russellville 

Scott  Claycomb 

Warren 

Richard  Nugent 

Little  Rock 

George  Covert 

Ashdown 

Nick  Paslidis 

Little  Rock 

Richard  Dietzen 

El  Dorado 

W.  Curtis  Patton 

Forrest  City 

Bradley  Diner 

Little  Rock 

Chester  Peeples 

West  Memphis 

Thomas  Eans  

Little  Rock 

Leonus  Shedd 

Paragould 

C.  Douglas  Edmondson 

El  Dorado 

Gregory  S.  Slagle 

Hot  Springs 

James  Fasules 

Little  Rock 

Scott  Stern 

Little  Rock 

Herbert  Fendley 

Pine  Bluff 

Steven  Strode 

Little  Rock 

Martin  Fiser 

Little  Rock 

Parthasarathy  Vasudevan  

Helena 

Kimberly  Garner 

Pine  Bluff 

Paul  A.  Wallick 

Monticello 

Sami  Harik 

Little  Rock 

Dwight  Williams 

Paragould 

Marion  P.  Hazzard 

Paragould 

John  Williams 

Huntsville 

Morriss  M.  Henry 

Fayetteville 

Cynthia  Willingham 

Pine  Bluff 

David  C.  Jacks 

Pine  Bluff 

Alan  K.  Wilson 

Crossett 

Carole  Jackson 

Conway 

Morton  C.  Wilson 

Fort  Smith 

Arthur  Johnson  

Fort  Smith 
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HONORED 

Little  Rock  Doctor 
Noted  for  Care 

The  Provider  Recogni- 
tion  Program  of  the  Anted- 
can  Diabetes  Association  and 
the  National  Committee  for 
Quality  Assurance  recently 
honored  Dr.  William  H. 
Riley  Jr.  of  Little  Rock  with  ' 
its  Recognition  status. 

Dr.  Riley  earned  the  sta- 
tus,  which  he  will  hold  for 
three  years,  hy  meeting  stan- 
dards of  care  for  his  diabetes 
patients,  including  eye  ex- 
ams, blood  pressure  tests  and 
nutrition  therapy.  He  also  has 
earned  a high  level  of  patient 
satisfaction. 

A graduate  of  the  Univer- 
sity of  Arkansas  for  Medical 
Sciences,  Dr.  Riley  has  been 
treating  diabetes  patients  for 
39  years.  He  practices  at  St. 
Vincent  Family  Clinic. 

“In  this  era  of  cost-con- 
sciousness, it  is  important  to 
recognize  physicians  like  Dr. 
Riley  who  are  providing  qual- 
ity care  for  their  patients  with 
diabetes,”  said  Dr.  Bruce 
Zimmerman,  ADA  president. 

Green  Forest  Doctor 
Hits  30- Year  Mark 

Dr.  Oliver  Wallace  of 
Green  Forest  recently  was 
honored  for  30  years  of  ser- 
vice as  a member  of  the 
Carroll  Regional  Medical 
Center  staff.  Dr.  Wallace 
was  treated  to  a breakfast  re- 
ception and  honored  with  a 
pair  of  suspenders  embroi- 
dered with  the  CRMC  logo. 


Dr.  Strode  to  Lead 
AAFP  Commission 

Dr.  Steven  W.  Strode  of 
Little  Rock  recently  was 
elected  chairman  of  the 
American  Academy  of  Fam- 
ily Physicians  Commission 
on  Continuing  Medical  Edu- 
cation. 

Dr.  Strode,  who  has 
served  on  the  commission  for 
five  years,  also  was  honored 
by  AAFP  for  excellence  in 
education.  He  received  a set 
of  marble  bookends  at  the 
AAFP’s  annual  assembly. 

Physicians  Receive 
Awards  From  AMA 

Each  month  the  Ameri- 
can Medical  Association  pre- 
sents the  Physician’s  Recog- 
nition Award  to  those  who 
have  completed  acceptable 
programs  of  continuing  edu- 
cation. 

AMA  recipients  for  Oc- 
tober include  Dr.  Debra 
Lynn  Simmons  of  Little 
Rock  and  Dr.  James  Randall 
Thrasher  of  Strawberry. 


OBITUARIES 

William  Clark  Cheek,  MD 

Dr.  Cheek,  33,  of  Fayette- 
ville died  Nov.  11,  1999. 

Dr.  Cheek  was  a radiolo- 
gist with  Northwest  Arkan- 
sas Radiology  Associates  in 
Fayetteville  and  also  had 
practiced  with  Muskogee 
Radiological  Group  in 
Muskogee,  Okla.  He  was  a 
graduate  of  the  University 
of  Oklahoma  College  of 


Medicine  and  Northeastern 
State  University  in  Tahle- 
quah,  Okla.  He  completed  his 
residency  at  Health  Sciences 
Center  In  Oklahoma  City. 

He  is  survived  hy  his 
wife,  Kelly  Deann,  and  two 
children. 

Donald  L.  Toon,  MD 

Dr.  Toon,  67,  of  Crossett 
died  Nov.  16,  1999. 

Dr.  Toon  completed  a ro- 
tating internship  at  Baptist 
Medical  Center  in  Little 
Rock  and  began  his  practice 
in  Crossett  in  1966.  He 
served  two  years  in  the  U.S. 
Army  and  earned  bachelor 
of  science  degrees  in  agricul- 
ture and  medicine.  He  re- 
ceived his  medical  degree 
from  the  University  of  Ar- 
kansas School  of  Medicine 
in  1965. 

Dr.  Toon  served  on  nu- 
merous boards  and  commit- 
tees in  Crossett  and  Ashley 
County. 

He  is  survived  by  his  wife, 
Nancy,  two  sons  and  three 
grandchildren. 

Walter  J.  Wilkins  Jr.,  MD 

Dr.  Wilkins,  80,  of  Pine 
Bluff  died  Oct.  9,  1999. 

Dr.  Wilkins  was  a general 
surgeon  in  Pine  Bluff  from 
1951  until  his  retirement  in 
1986.  He  served  in  the 
Army  Medical  Corps  from 
1945-47  and  completed  his 
surgical  residency  training  at 
Preshyterian-St.  Luke’s  Hos- 
pital and  Cook  County  Hos- 
pital in  Chicago.  He  com- 
pleted an  internship  and 


residency  at  Jefferson  Hos- 
pital in  Roanoke,  Va.,  from 
1944-45  and  1948.  He 
graduated  from  Washington 
and  Lee  University  in  Lex- 
ington, Va.,  in  1941  and  re- 
ceived his  medical  degree 
from  Johns  Hopkins  Univer- 
sity Medical  School  in  Bal- 
timore in  1944- 

Dr.  Wilkins,  who  was 
very  socially  and  civically 
active  in  Pine  Bluff,  was  chief 
of  surgery  at  Jefferson  Hospi- 
tal and  Jefferson  Regional 
Medical  Center  several 
times. 

He  is  survived  by  his 
wife,  Genevieve,  a son,  two 
daughters  and  four  grand- 
children. 

Aubrey  M.  Worrell  Jr.,  MD 

Dr.  Worrell  Jr.,  63,  of 
Pine  Bluff  died  Nov.  7,  1999. 

Dr.  Worrell  began  his 
practice  in  Pine  Bluff  as  an 
allergist  and  immunologist, 
and  expanded  into  environ- 
mental medicine  in  1980 
and  nutritional  biochemis- 
try in  1984.  He  earned  a 
bachelor’s  degree  from 
Ouachita  Baptist  Univer- 
sity in  1958  and  a medical 
degree  from  the  University 
of  Arkansas  School  of 
Medicine  in  1962.  He 
served  as  a medical  officer 
in  the  U.S  Air  Force  from 
1963-73  and  retired  as  a lieu- 
tenant colonel.  He  was  ac- 
tive in  community  affairs  and 
medical  societies. 

He  is  survived  hy  his  wife, 
Pamela,  two  daughters  and 
three  granddaughters.  ■ 
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Joseph  Aldrich,  DO 

Specialty:  PD 
3808  S.  Gary  Ave. 

Fort  Smith,  AR  72903 
501-709-7200 

Sudesh  Banaji,  MD 

Specialty:  IM 
1801  Lindauer  Road 
Forrest  City,  AR  72335 
870-633-5016 

Alex  Barkai,  MD 

Specialty:  AN 

4301  W.  Markham  St.,  #5 15 
Little  Rock,  AR  72205 
501-686-7532 

Irina  Borisova,  MD 

Specialty:  **AN 
11 720  Pleasant  Ridge  Circle  #1606 
Little  Rock,  AR  72223 
501-225-7059 

Brendan  Coleman 

Specialty:  Medical  Student 
3 Eisenhower  Cove 
Maumelle,  AR  72113 
501-803-0037 

Wesley  Cox 

Specialty:  Medical  Student 
4710  Sam  Peck  Road,  #1089 
Little  Rock,  AR  72223 
501-954-9351 

Robert  Garcia,  MD 

Specialty:  FP 
306  N.  Alabama 
Crossett,  AR  71639 
870-364-4181 

Edward  Gardner,  MD 

Specialty:  **OTO 
13812  Sweet  Bay  Drive 
Little  Rock,  AR  72211 
501-228-8878 

Nancy  Haller,  MD 

Specialty:  EM 
624  Hospital  Drive 
Mountain  Home,  AR  72653-2915 
870-424-1139 

Myra  A.  Harreld,  DO 

Specialty:  FP 
1323  E.  Dewey 
Poteau,  OK  74953 
918-647-9161 

Jeanne  K.  Heard,  MD 

Specialty:  IM 

4301  W.  Markham  St.,  #735 
Little  Rock,  AR  72205-7101 
501-296-1159 


New  Members 


Arthur  M.  James,  MD 

Specialty:  CDS 
1500  Dodson  Ave. 

Fort  Smith,  AR  72901 
501-709-7365 

Donna  Johnson,  MD 

Specialty:  GS 
3101  S.  East  14th  St. 
Bentonville,  AR  72712 
501-986-6124 

Jeffrey  Kellar,  MD 

Specialty:  GS 
16  Emerald  Court 
Little  Rock,  AR  72212 
501-228-7658 

Gregory  Kendrick,  MD 

Specialty:  IM 
P.O.  Box  10553 
Conway,  AR  72033 
501-327-1325 

Roddy  Lochala,  DO 

Specialty:  ** 

826  Crestwood 
El  Dorado,  AR  71730 
870-863-6109 

Juan  Lombeida 

Specialty:  Medical  Student 
4123  B St. 

Little  Rock,  AR  72205 
501-663-4507 

Shauna  L.  Lucas,  MD 

Specialty:  FP 
324  Farquharson  Lane 
Pearcy,  AR  71964 
501-767-6200 

Vincent  Lucy,  MD 

Specialty:  AN 
9501  Lile  Drive 
Little  Rock,  AR  72205 
501-224-7246 

Jan  Mayfield,  MD 

Specialty:  **EM 
7 Garden  Oaks  Drive 
Maumelle,  AR  72113 
501-803-4537 

Michael  Mayfield,  MD 

Specialty:  GS 
P.O.  Box  1580 
Mountain  View,  AR  72560 
870-269-8300 


Robert  Mayfield,  MD 

Specialty:  OBS 
1002  Schneider  Drive,  #105 
Malvern,  AR  72104 
501-332-5300 

Rita  Merman,  MD 

Specialty:  **AN 

4301  W.  Markham  St.,  #515 

Little  Rock,  AR  72205 

501-686-6114 

Ann  Kay  Passmore,  MD 

Specialty:  PS 
3017  S.  70th  St. 

Fort  Smith,  AR  72903 
501-484-4750 

Charles  Pritchard 

Specialty:  Medical  Student 
8101  Cantrell  Road,  #1303 
Little  Rock,  AR  72227 
501-227-8310 

James  Ragland 

Specialty:  Medical  Student 
4301  W.  Markham  St.,  #47 
Little  Rock,  AR  72205 
501-660-4506 

Yeshwant  Reddy,  MD 

Specialty:  PM 

500  S.  University  Ave.,  #815 
Little  Rock,  AR  72205 
501-663-8900 

Charles  (Chuck)  Reeves  Jr. 

Specialty:  Medical  Student 
1804  Nichols  Road 
Little  Rock,  AR  72205 
501-224-6930 

Jacy  Retz,  MD 

Specialty:  PUD 
1500  Dodson  Ave. 

Fort  Smith,  AR  72901 
501-709-7402 

Kacie  Richardson 

Specialty:  Medical  Student 
2020  Hinson  Loop  Road,  #238 
Little  Rock,  AR  72212 
501-224-3156 

Abiodun  Sangoseni,  MD 

Specialty:  IM 
6303  Mayfield  Drive 
Pine  Bluff,  AR  71603 
870-879-6056 


William  P.  Scott,  MD 

Specialty:  GP 
P.O.  Box  700 
Dardanelle,  AR  72834 
501-229-2566 

Cyril  Severns,  MD 

Specialty:  D 
1 500  Dodson  Ave. 

Fort  Smith,  AR  72901 
501-709-7340 

Mohammad 
Sheikholeslami,  MD 

Specialty:  **PTH 
4301  W.  Markham  St.,  #517 
Little  Rock,  AR  72205 
501-686-5710 

Christopher  Skelley,  MD 

Specialty:  IM 

20  Wedge  wood  Creek  Drive 
Little  Rock,  AR  72209 
501-407-8122 

Kimberly  B.  Skelley,  MD 

Specialty:  PD 

20  Wedgewood  Creek  Drive 
Little  Rock,  AR  72209 
501-407-8122 

Casey  0.  Stewart,  MD 

Specialty:  PD 
P.O.  Box  3528 
Fort  Smith,  AR  72913 
501-478-3630 

Jeffory  Thomas,  MD 

Specialty:  FP 
P.O.  Box  1409 
Texarkana,  TX  75504 
903-832-8515 

Brett  Whatcott,  MD 

Specialty:  AN 
20th  and  East  Main 
Van  Buren,  AR  72956 
501-471-4410 

Julia  Whiteside-Michel,  MD 

Specialty:  OPH 

4301  W.  Markham  St.,  #523 

Little  Rock,  AR  72205 

501-686-5150 

Timothee  Wilkin,  DO 

Specialty:  FP 
300  N.  Clifton 
Fordyce,  AR  71742 
870-352-8655 

Matthew  S.  Young,  MD 

Specialty:  EM 
5910  Sunny  St. 

Texarkana,  TX  75503 
903-223-6933 
**  — Resident 
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Red  Raven  Inn,  Yellville 

The  Red  Raven  Inn  Bed  and  Breakfast,  a Queen  Anne  Victorian  home 
built  in  1904,  features  uniquely  decorated  theme  rooms,  historically  renovated 
architecture  and  manicured  grounds. 

And  it’s  in  a great  location  — between  Harrison  and  Mountain  Home  — to 
see  the  sights  of  northern  Arkansas.  Take  side  trips  to  the  Buffalo  National 
River,  Bull  Shoals  Lake,  Eureka  Springs,  the  White  River  Railway,  trout  fishing 
on  the  White  River  and  Branson,  Mo. 

Of  course,  beautiful  Crooked  Creek  runs  right  through  Yellville  and  right 
by  Red  Raven  Inn.  Cross  the  pedestrian  bridge  to  the  city  park,  take  a long 
walk  or  run,  or  get  in  a few  sets  of  tennis.  The  historic  Marion  County  Court- 
house  is  a short  walk,  too. 

The  inn  is  made  for  relaxation,  with  four  swings,  a picnic  table,  a game 
room  and  a piano;  there’s  one  television  in  the  house.  Coffee,  tea  and  soft 
drinks  are  available  in  the  breakfast  nook. 

Speaking  of  breakfast,  enjoy  Danish  pancakes  with  red  raspberry  jam  and 
sweet  rolls,  or  try  Belgian  waffles  with  fruit. 

Find  out  more  about  Red  Raven  Inn  by  writing  RO.  1217,  Yellville,  AR 
72687,  or  by  calling  (870)  449-5168.  The  web  site  is  www.bbonline.com/ar/ 
redraven/ index.html.  ■ 


326  • The  Journal 


Volume  96 


At  StaffMark  Medical  Staffing,  we  understand  the  unique  nature  of  the  medical  profession. 
We  go  to  great  lengths  to  screen  and  evaluate  our  medical  professionals  to  ensure  you 
get  quality  assistance  when  you  call  us.  Whether  it's  short-term,  long-term, 
or  direct  hire,  we  provide  effective  solutions  for  a wide  range  of  medical  needs  including: 


RNs  • LPNs  • Medical  Clerks  • Transcriptionists 
Phlebotomists  • Lab  Techs  • X-ray  Techs 
Medical  Assistants  • Medical  Office  Managers 
Dental  Assistants  • Medical  Coders 


So  when  you  find  yourself  needing  qualified  medical  professionals, 
call  the  company  that  speaks  your  language.  Call  StaffMark  Medical  Staffing. 


STAFFMARK. 

MEDICAL  STAFFING 

vwvw.staffmark.com 


Western  Arkansas  Central  Arkansas  Northwest  Arkansas 

(501)  484-7110  (501)  227-5858  (501)  750-4844 


EOE 


Pledging  commitment  is  one  of  the  most 
important  things  that  human  beings  can  do  for 
one  another.  It  means  I'll  do  only  my  best  for  you. 
I'll  fight  for  your  rights.  I'll  be  there  for  you. 


At  Snell  Laboratory  we  make  that  type  of  commitment  to 
each  of  our  patients.  We  dedicate  ourselves  to  making 
them  as  comfortable  and  as  mobile  as  possible.  We  give 
them  back  as  much  of  their  former  life  as  we  can. 


A Match  Made  In  Heaven. 


Our  computer-aided  design  and  manufacture  patients  agree  to  in  life,  from  going  out  to  play  to 

(CAD/CAM)  system  makes  so  much  more  possible  in  attending  a special  occasion,  our  commitment 

to  comfort  never  ivaivers. 

Snell  Prosthetic  and  Orthotic  Laboratory  has 
been  in  business  since  1911.  We've  said  "I  do"  to 
our  patients  since  day  one. 


Prosthetic  & Orthotic 
Laboratory 

THE  LATEST  IN  TECHNOLOGY.  THE  BEST  IN  CARE. 

Offices  located  in  Little  Rock,  Russellville,  Fort  Smith,  Mountain  Home,  Fayetteville,  Hot  Springs,  North  Little  Rock,  and  Jonesboro. 

Little  Rock  (501)  664-2624  • Statewide  Toll-free  1-800-342-5541 

Founding  Members  of  PrimeCare  O&P  Network  - serving  the  southern  United  States. 


creating  custom-fit  prostheses  than  ever  before.  And 
new  lightiveight,  space  age  materials  mean  more 
for  our  patients  with  custom  orthoses. 

So  regardless  of  what  responsibilities  your 
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AMS  Backs  Effort 
To  Speed  Response 
From  Insurers 


Take  One  of  These  and  Live. 


Sometimes  it’s  simple  instructions  that  make  a difference.  Aspirin  for  heart  attack.  Flu 
shots.  Eye  exams  for  diabetics.  And,  sometimes  it’s  complex  treatments  that  are  critical. 
Keeping  you  on  top  of  the  latest  clinical  guidelines,  whether  simple  or  complex,  is  just 
one  way  Arkansas  Foundation  for  Medical  Care  helps  you  improve  health  care  for 
thousands  of  Medicaid  and  Medicare  patients  in  Arkansas.  Through  initiatives  like  our 
Health  Care  Quality  Improvement  Program  (HCQIP),  we  help  health  care  professionals 
identify  opportunities  to  improve  the  delivery,  quality  and  cost-effectiveness  of  health 
care.  Combining  the  most  current  data  analysis  and  clinical  practice  guidelines,  our 
collaborative  improvement  projects  are  setting  a new  standard  in  evidence-based 
medicine.  Together,  we  re  improving  the  quality  of  health  care  for  all  Arkansans. 


Arkansas  Foundation 
for  Medical  Care 


For  more  information  on  HCQIP  projects,  Medicaid  Managed  Care  Services  and  Health  Data  Solutions,  contact 
the  Arkansas  Foundation  for  Medical  Care  at  501-649-8501.  Or  visit  our  website  at  http://www.afmc.org. 
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Doing  Our  Part 

John  R.  Williams,  MD 

I can  remember  when  I did  not  know  what  a CT  scan  or  a T cell  was,  and 
I have  a recollection  of  that  part  of  the  Code  of  Ethics  that  regulated 
the  size  of  the  letters  on  the  sign  outside  my  office  and  prohibited 
illumination.  I cannot  even  remember  how  that  was  enforced,  but  the 
emergence  or  advent  of  marketing  technologies  (billboards,  Internet,  etc.) 
can’t  change  the  simple  fact  that  medicine  has  and  always  should  deliver,  to 
one  individual  at  a time,  care  and  comfort  — physical,  emotional,  mental 
and  spiritual. 

If  there  ever  was  a time  for  unity  and  good  ethics  it  is  now.  I am  not  a 
good  planner,  but  using  whatever  talents  I have,  I am  going  to  be  an 
Arkansas  Medical  Society  advocate.  I have  neglected  my  responsibility  far 
too  long.  I am  going  to  encourage  all  physicians  — majority,  minority  or 
otherwise  — to  embrace  perhaps  the  last  possible  means  to  intervene  in 
what  appears  to  be  a spiraling  decay  of  some  admirable  ethics. 

I have  spent  most  of  my  life  (nearly  68  years  of  it)  thinking  that  the  bad 
things  that  happen  are  for  the  most  part  bad  luck.  I now  realize  that  most 
things,  good  and  bad,  are  the  result  of  planning.  I must  and  did  confess  in 
the  Arkansas  Medical  Society’s  long-range  planning  session  that  I have 
allowed  others  to  do  the  vast  majority  of  planning  and,  for  the  most  part, 
they  have  done  well. 

I also  confessed  to  the  committee  that  I had  been  a member  of  the 
Society  since  1959  and  that  this  meeting  was  the  first  I recalled  attending. 
Oh,  1 have  in  40  years  of  wearing  that  caduceus,  on  my  collar  or  wherever, 
attended  many  other  meetings  and  given  lots  of  lip  service  to  organized 
medicine  (whatever  that  is  or  has  been). 

I can  tell  you  now  that  apathy  and  a lapse  of  ethics  in  favor  of  “what’s 
right  for  me  today”  has  been  responsible  for  our  present  dilemma.  It  is  not 
the  advances  in  technology,  it  is  not  HMOs,  PPOs,  PCOs  (or  whatever  title 
may  be  appropriate). 

1 am  bored  with  the  statement  that  there  is  nothing  we  can  do  about 
anything.  Well,  if  we  don’t  do  anything,  others  will.  They’re  doing  it  right 
now,  inevitably  for  the  patients,  good  or  bad.  We  need  to  get  one  leg  up  and 
maybe  we  can  get  both  legs  up  for  the  ride. 

Thank  you  for  the  opportunity  to  serve. 

Dr.  Williams  is  a family  practice  physician  from  Huntsville. 
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WHAT  WE’VE  DONE  FOR  YOU  LATELY 


Insurance  Commissioner 
Creates  Program  to  Deal 
With  Late  Payment  Concerns 

By  Z.  Lynn  Zeno 


In  response  to  the  concerns  of  Arkansas  physicians  and  legislators,  Mike 
Pickens,  Arkansas  Department  of  Insurance  commissioner,  has  formed  the 
Health  Insurance  Claim  Coordination  and  Resolution  Committee.  The 
committee  is  a result  of  the  problems  between  providers  and  insurers  regarding 
slow  payment  of  claims  and  balanced  billing  of  patients. 

The  primary  purpose  of  the  HICCRC  is  to  establish  a forum  whereby  health 
care  providers  and  health  insurers  may  resolve  specific  slow-pay  disputes, 
exchange  information  and  ideas,  and  find  specific  ways  to  improve 
communication  and  expedite  the  payment  of  health  insurance  claims, 
particularly  clean  claims. 

The  role  of  the  department  is  to  mediate  where  necessary  and  appropriate, 
and  help  resolve  complaints.  The  mediation  committee  members  are: 

• David  Wroten,  assistant  executive  vice  president  of  the  Arkansas  Medical 
Society,  who  represents  providers; 

• Kila  Hau,  executive  director  of  United  HealthCare  and  a representative 
of  insurers; 

• Jay  Morgan,  general  counsel  for  the  department  of  insurance. 

The  committee  will  serve  as  a last  resort  for  providers  who  have  used  due 
diligence  to  work  with  insurance  carriers. 

The  HICCRC  will  draft  regulations  regarding  the  process  of  bringing 
complaints  before  the  committee.  It  should  be  noted  that  this  is  an  informal 
and  voluntary  process.  At  the  initial  meeting  Dec.  20,  Pickens  stressed  two 
very  important  points: 

• The  department  would  take  an  “unfavorable  look”  at  any  insurance 
company  that  did  not  approach  this  process  with  a spirit  of  cooperation; 

• Neither  insurers  nor  providers  may  terminate  their  provider  agreement 
or  take  any  retaliatory  action  against  one  another  for  participation  on  this 
committee. 

The  HICCRC  will  not  referee  every  specific  provider  complaint.  It  will  he 
a committee  of  last  resort  for  those  providers  who  have  used  due  diligence  in 
working  with  carriers.  Those  appearing  before  the  mediation  committee  must 
provide  specific  documentation  on  dollars  involved,  patterns  of  delayed  payment 
and  efforts  made  to  remedy  the  problem. 

The  process  will  be  limited  to  the  problem  participants  and  will  not  be  a 
public  hearing  whereby  competitors  can  observe  the  airing  of  another  insurance 
company’s  dirty  laundry.  The  insurance  department  will,  however,  prepare 
bulletins  regarding  specific  findings  or  fixes  that  might  be  beneficial  to  providers 
and  carriers  experiencing  similar  problems. 

The  commissioner  has  stated  firmly  that,  “regardless  of  the  circumstances, 
the  department  would  continue  to  take  strong  action  against  those  companies 
and  providers  who  balance-bill  patients  in  violation  of  their  contractual 
provisions.” 

AMS  members  will  be  apprised  of  how  to  contact  the  HICCRC  when  the 
specifics  become  available.  ■ 
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Doctors’  Complaints  Help 


By  Natalie  Gardner 


Arkansas  doctors  are  banning  to  help  draft  a regulation  that  would  require  health 
maintenance  organizations  and  insurance  carriers  to  process  health  care  claims  within  45 
calendar  days  after  receipt  of  a claim. 

The  proposed  regulation  would  be  administered  by  the  Arkansas  Department  of 
Insurance.  If  additional  information  from  a claimant  is  needed  to  process  a claim,  a carrier 
must  notify  a provider  within  1 0 days  of  receipt  of  the  claim.  Once  that  information  is 
received  by  the  carrier,  it  has  an  additional  45  days  to  pay. 


The  proposed  regulation  gives  the  insurance  department  and  its  commissioner, 
Mike  Pickens,  more  authority  over  carriers  and  late  claims.  The  insurance 
department  already  has  the  authority  to  financially  penalize  any  carrier  that  is 
consistently  delaying  payment  to  providers.  In  the  proposed  regulation,  there  are 
no  penalties  for  violating  the  prompt  payment  time  period.  Fines  will  be  given  only 
to  those  companies  exhibiting  a pattern  of  delayed  payments. 

Many  physicians  across  the  state  have  complained  of  claims  being  paid  90  to 
1 20  days  late,  and  some  as  late  as  1 50  days.  Many  of  these  claims  are  clean  and 
complete,  and  require  no  additional  information  to  process.  They  are  received  by 
the  carrier  within  50  working  days  after  the  date  of  service.  In  the  proposed 
regulation,  clean  claims  must  be  processed  within  30  calendar  days. 

In  a survey  by  the  Arkansas  Medical  Society  in  early  1 999,  central  Arkansas 
physicians  ranked  American  Healthcare  Providers,  United  Healthcare,  QualChoice 
and  HealthSource/CIGNA  as  the  worst  carriers  when  it  came  to  prompt  payment. 
The  average  turnaround  time  from  date  filed  for  clean  claims  was  77.6  days  for 
American  Healthcare  Providers,  61 .9  for  United  Healthcare  and  49.4  for 
QualChoice  HMO. 

"We've  been  seeing  exactly  what  the  AMS  survey  showed  in  terms  of  the  slow- 
pay  carriers,"  said  Dr.  James  Bryan,  a family  practitioner  in  sports  medicine  with 
Arkansas  Sports  Medicine  and  Orthopedic  Center.  "We've  got  a large  number  of 
claims  that  are  90  to  1 20  days  out,  and  some  121  to  1 50  days  out.  All  this  has 
required  us  to  hire  a new  employee  to  work  those  claims." 

And  that  goes  straight  to  Dr.  Bryan's  bottom  line. 

"There's  just  no  explanation,"  he  said.  "And  these  are  clean  claims.  It  just 
makes  things  really  tough.  We  generate  a large  amount  of  revenue  per  provider, 
and  we're  now  not  meeting  our  cash  flow  because  payment  is  late." 

Hitting  Home 

Rep.  Mary  Beth  Green,  R-Van  Buren,  is  sponsor  of  HB  2098 
of  1999,  a bill  requesting  that  health  carriers  in  the  state  make 
prompt  payment  for  all  covered  services.  The  insurance 
department  is  working  on  refining  its  regulations  to  comply 
with  the  intent  of  Rep.  Green's  bill,  which  was  passed  by  the 
House  of  Representatives  but  was  not  considered  by  the 
Senate. 

Rep.  Green  was  eager  to  sponsor  the  bill  after  hearing 
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about  several  slow-pay  problems  in  Van  Buren. 

"I  was  hearing  about  outstanding  payments 
90  to  1 20  days  out,"  she  said.  "If  they're  clean 
claims,  there's  no  reason  this  should  be  happening. 

Insurance  companies  owe  it  to  us,  as  consumers,  to 
pay  our  health  care  professionals.  For  smaller  health  care 
folks,  this  really  hurts." 

Dr.  Bradley  Mayfield,  a surgeon  at  Ozark  General 
Surgery,  P.A.,  in  Mountain  View,  is  one  of  those  small 
providers  hit  hard  when  payments  are  late. 

"This  is  a new  thing  to  me,"  he  said.  "I  started  my 
practice  in  May  of  last  year.  Before  that  I was  in  a large 
practice  in  Tulsa  where  they  did  the  billing  and  collections.  I 
wasn't  familiar  with  the  process;  I expected  some  delays,  but 
not  90,  1 20  days  or  longer." 

After  the  fifth  and  sixth  month  of  delayed  payments,  Dr. 
Mayfield  made  a call  to  the  insurance  department.  Although 
the  department  has  little  authority  over  conflicts  between 
carriers  and  providers,  Pickens  and  his  staff  took  measures  to 
help  resolve  Dr.  Mayfield's  problem. 

Like  many  physicians.  Dr.  Mayfield  believes  the  best  way 
to  handle  the  problem  of  slow  pay  is  to  work  problems  out 
among  the  providers  and  the  insurers. 

"There's  a lot  of  finger-pointing  going  on,  but  both  sides 
have  some  give  and  take  that  can  be  done,"  he  said. 

AMS  staff  members  say  the  best  way  for  physicians  to 
resolve  this  issue  is  to  stay  involved  and  make  consistent 
contact  with  their  state  representatives. 

"After  you  get  past  the  emotional  part  of  this  problem, 
you  can  begin  to  look  for  an  answer,"  Dr.  Mayfield  said.  "It's 
important  to  get  involved  in  political  aspects  of  this,  writing 
your  legislator.  Your  voice  is  being  heard  somewhere." 


The  Affect  on  Patients 

At  a Dec.  1 6 hearing  of  the  Legislature's  Joint 
Performance  Review  Committee,  one  of  the  issues  discussed 
was  balance-billing  patients.  Complaints  have  been  filed  with 
the  department  of  insurance  accusing  providers  of  billing 
patients  after  not  getting  payment  from  insurers.  According 
to  regulations  set  by  the  department  of  insurance,  providers 
cannot  bill  patients  for  the  insurers'  part. 

"We  do  not  bill  patients;  we  take  the  loss  on  that,"  Dr. 
Mayfield  said.  "They've  paid  for  that  in  their  premiums. 

When  you  start  doing  that,  you're  asking  to  lose  patients. 

The  patient  has  no  fault  in  that." 

But  Dr.  Mayfield  agrees  it  may  be  helpful  for  patients  to 
know  that  their  insurance  carrier  is  not  paying  their  claims  in 
a timely  manner. 


Dr.  Bryan's  office  sends  letters  outlining  past-due  bills  to 
patients  after  six  months.  "Patients  are  getting  really  upset 
about  this,"  he  said.  "The  patient  gets  confused  about  what 
their  out-of-pocket  expenses  are.  Often,  that  letter  is  the  first 
time  they  realize  there's  a problem." 

The  Bottom  Line 

As  far  as  penalties  go,  opinions  vary  across  the  board. 

Rep.  Green,  many  physicians  and  others  look  at  the  penalties 
as  a needed  part  of  the  regulation. 

"If  a carrier  is  consistently  late  on  payments,  it  should  be 
fined,"  Rep.  Green  said.  "I  pay  late  fees  when  my  payments 
on  bills  are  late;  they  should,  too." 

The  current  law  allows  the  Arkansas  Department  of 
Insurance  to  fine  companies  that  have  consistently  paid 
claims  late. 

At  a Dec.  1 6 hearing  of  the  Joint  Performance  Review 
Committee,  Pickens  said  he  was  not  opposed  to  fines,  but 
recognized  slow-pay  problems  often  are  caused  by  both 
providers  and  insurance  carriers. 

"I  do  believe  there's  a slow-pay  problem  but  not  because 
of  an  inadequacy  in  the  law  and  enforcement,"  Pickens  said. 

For  both  parties,  there  often  are  problems  of  incomplete, 
inadequate  and  fraudulent  bills.  Also,  providers  and  carriers 
sometimes  use  inefficient  computer  systems  to  do  their  billing. 
And  the  fragile  financial  condition  of  many  insurance  companies 
plays  an  important  factor  in  slow-pay  problems,  Pickens  said. 

"Our  department  has  a financial  division  where  we 
monitor  situations  and  provide  these  companies  with  our 
expertise,"  he  said.  "They  just  often  have  cash-flow 
concerns." 
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In  a recent  letter  to  the  Arkansas 
Medical  Society,  Pickens  wrote:  "It  is 
both  unrealistic  and  totally 
unreasonable  to  expect  that  this 
department  or  any  state  agency  can  or 
should  monitor  and  police  on  an 
individual  basis  the  hundreds  of 
thousands  of  claims  transactions  that 
occur  each  day.  No  business  requires  or 
wants  this  level  of  governmental 
interference  in  the  daily  operations  of 
its  business." 

Handling  Complaints 

Another  issue  in  the  slow-pay 
problem  is  the  department  of  insurance's 
role  in  handling  complaints  from 
providers.  Currently,  the  department 
"polices"  contracts  between  insurance 
carriers  and  consumers,  not  providers. 

"I  want  to  see  the  insurance 
department  begin  to  take  complaints 
from  health  care  providers,"  Rep.  Green 
said.  "If  that  doesn't  work,  the 
Legislature  will  have  to  get  involved." 

Phil  Matthews,  executive  vice 
president  of  the  Arkansas  Hospital 
Association,  asked  for  an  official  standing 


with  the  department  at  the  recent 
hearing. 

"We  think  providers  should  have 
standing  with  the  department,"  he  said. 
"When  private  carriers  are  late  [on 
payments]  that  just  makes  things  worse." 

Many  hospitals  are  in  fragile 
financial  states  because  of  drastic  cuts 
in  Medicare  payments  from  the 
Balanced  Budget  Act  of  1 997. 

Pickens  wrote,  in  a recent  letter  to 
the  AMS,  that  the  department  of 
insurance  "cannot  and  will  not  formally 
accept  complaints  from  managed  care 
providers  [health  care  providers].  We  will 
continue  to  try  to  mediate  any  and  all 
possible  billing  disputes  between 
providers  and  insurers,  which  directly 
impact  our  constituents,  insurance 
consumers.  The  statutory  mission  and 
responsibility  of  this  agency  is  consumer 
protection  through  insurer  solvency  and 
market  conduct  regulation.  The  state 
cannot  and  should  not  act  as  a private 
collection  agency  for  any  profession, 
including  medical  care  providers." 

To  help  work  out  some  of  the 
disagreements  between  providers  and 


insurance  carriers,  the  department  of 
insurance  organized  the  Health 
Insurance  Claim  Coordination  and 
Resolution  Committee,  made  up  of 
representatives  from  both  parties.  The 
committee's  primary  purpose  is  to 
establish  a forum  where  health  care 
providers  and  insurers  can  resolve 
specific  slow-pay  disputes,  exchange 
information  and  ideas,  and  develop 
specific  ways  to  expedite  the  payment 
of  claims,  particularly  clean  claims. 

The  committee's  three  members 
are  David  Wroten,  assistant  executive 
vice  president  of  the  Arkansas  Medical 
Society;  Kila  Hau,  executive  director  of 
United  Healthcare,  and  Jay  Morgan, 
general  counsel  for  the  department  of 
insurance.  The  committee  will  serve  as 
a last  resort  for  providers  who  have 
used  due  diligence  to  work  with 
insurance  carriers. 

In  1 999,  at  least  24  states  introduced 
bills  regulating  prompt  payment  of 
claims.  Laws  were  passed  in  Virginia, 
Georgia,  Colorado,  Texas,  Minnesota, 
Florida,  Louisiana,  North  Carolina  and 
Pennsylvania,  among  others.  ■ 
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we’ve  been 


helping  busy 
people  make 
smart  financial 
decisions.  So 
next  time 
you’re  looking 
for  objective 
answers  to 
life’s  crucial 
financial  deci- 
sions, call  The 
Arkansas 
Financial 
Group.  You’ll 
be  in  great 
company. 


Here’s  what  the  editors 
of  Worth  and  Medical 
Economics  had  to  say: 


“The  Best  250  Financial 
Advisors,  9/99 ” 


“The  Best  300  Financial 
Advisers,  9/98 ” 


“The  Best  250  Financial 
Advisers,  10/97” 


“The  120  Best  Financial 
Advisers  for  Doctors,  7/27/98” 


“Fee-only,  objective,  customized, 
comprehensive,  affordable  advice” 
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Meet  Our  Members 

Alan  Wilson,  MD 


By  Erica  Marshall 


Dr.  Alan  K.  Wilson  — the  only  general  surgeon  in  Ashley 
County  — finds  that  his  membership  in  the  Arkansas  Medical 
Society  plays  a key  role  in  the  day-to-day  operation  of  his 
practice. 

“It  is  especially  hard  being  from  out  of  state  and  not  blowing 
anyone  in  the  area,”  Dr.  Wilson  said.  “Going  to  the  Medical 
Society  functions  gives  me  a base  of  physicians  that  I can  refer 
my  patients  to,  especially  the  ones  in  the  area.” 

Dr.  Wilson  is  chief  of  medical  staff  and  chief  of  surgery  at 
Ashley  County  Medical  Center  and  general  surgeon  at  Surgical 
Associates  of  Crossett.  After  serving  his  residency  in  Galveston, 
Texas,  he  worked  for  a multispecialty  practice. 

“There,  all  the  paper  work  is  done  for  you,”  Dr.  Wilson 
said.  “When  1 started  my  own  practice,  I had  to  build  it  myself 
from  the  ground  up.  The  Medical  Society  has  taught  me 
everything  I need  to  know  about  mnning  my  own  practice.” 
Dr.  Wilson,  horn  in  Los  Angeles,  was  prompted  to  move  to 
Crossett  by  Wes  Sutton,  a recruiter  with  Medicus 
Resource  Group  in  Little  Rock.  Dr.  Wilson  says 
he  moved  to  Arkansas  in  1997  because  he 
wanted  a change  in  environment  and  a solo 
practice  in  a small  town. 

“I  wanted  to  live  in  or  around  Texas, 
and  since  Crossett  is  close  to  Texas  and  a 
good  place  to  live,  we  decided  to  move 
here,”  Dr.  Wilson  said.  “Plus,  they 
were  finishing  the  new  Ashley 
County  Medical  Center, 
which  is  a nice  facility. 

“I  am  always  on 


call,  but  there  is  no  guarantee  that  I will  be  called  in.  Our  office 
is  in  the  hospital,  so  I don’t  have  to  brave  the  elements  when 
I’m  going  from  seeing  a patient  to  do  rounds  or  a case.” 

With  a chiefly  referral  practice,  Dr.  Wilson  says  the  AMS 
has  proved  to  he  a strong  resource  — Society  members  have 
referred  their  patients  to  him. 

From  hilling  and  Medicare  to  what  the  Arkansas  Legislature 
is  doing  in  session,  Dr.  Wilson  said  the  AMS  provides  him  with 
a great  deal  of  information  and  keeps  him  abreast  of  the  issues 
that  need  to  be  addressed  by  the  members  of  the  Society. 

“I  get  more  infonnation  when  the  Legislature  is  in  session 
and  updates  for  any  upcoming  programs,”  Dr.  Wilson  said. 

In  addition  to  his  AMS  involvement,  Dr.  Wilson  is  involved 
in  the  American  Medical  Association,  the  Ashley  County 
Medical  Society,  the  Southern  Medical  Association  and  the 
Texas  Medical  Association. 

In  his  spare  time,  Dr.  Wilson  enjoys  ham  radio,  computers, 
electronics  and  fishing  and  is  preparing  to  take  his  final  flying 
test  for  his  pilot’s  license. 

Dr.  Wilson  and  wife  Stephanie,  who  manages  the 
office,  have  two  children:  Lauren,  1 1 , and  Elizabeth,  10. 
Dr.  Wilson  says  it  is  possible  that  another  general 
surgeon  could  join  the  practice  in  two  years.  The 
addit  ion  would  ease  the  stress  of  doing  rounds,  cases 
and  seeing  pat ients,  especially  during  vacation  time. 

“With  a solo  practice,  it  can  he  frustrating  at  times 
because  everything  seems  so  rushed,”  Dr.  Wilson  said. 
“I’ve  even  had  to  send  my  wife  and  kids  on  vacation 
done  because  I haven’t  been  able  to  get  away.” 

Dr.  Wilson  says  he  plans  to  continue  to  build  his 
practice  and  stay  involved  in  the  AMS. 

“With  the  information  coming  out  of 
Washington  on  claim  fraud  and  abuse  by 
physicians  and  hospitals,  I would  hope  that 
the  Medical  Society  will  continue  to 
provide  information  to  avoid  pitfalls,”  he 
said.  “The  information  they  provide 
on  running  a practice  is 
essential.”  ■ 


CARDIOLOGY 


High-Output  Cardiac  Failure  Related  to 
Hemodialysis  Arteriovenous  Fistula 

W.  Brian  Bailey,  MD — J.  David  Talley,  MD 


Among  the  multiple  etiologies  for 
congestive  heart  failure  in  patients  with 
end'Stage  renal  disease,  the  contribution 
of  hemodialysis  fistulas  to  the  myocar - 
dial  work  load  is  often  overlooked.  We 
recently  cared  for  a patient  with  high - 
output  cardiac  failure  from  an  arterio - 
venous  fistula  and  review  the  features 
and  pathophysiology  of  this  condition. 

Patient  Presentation 

A 54-year-old  male  with  a long 
history  of  systemic  arterial  hyperten- 
sion, diabetes  mellitus  and  end-stage 
renal  disease  presented  to  the  emer- 
gency department  with  a history  of 
increasing  dyspnea  with  mild  exertion 
(see  Table  1 ). 

He  was  comfortable  and  vital  signs 
were  stable.  A loud  III/VI  holosystolic 
murmur  was  present,  hut  resolved  with 
occlusion  of  his  large  arteriovenous 
fistula  in  his  left  forearm.  A 
characteristic  slowing  in  his  heart  rate 
was  noted  with  occlusion  of  the 
fistula.  His  lungs  were  clear  to 
auscultation.  There  was  no  peripheral 
edema. 

His  electrocardiogram  showed  si- 


nus rhythm  with  biatrial  enlarge- 
ment, nonspecific  T wave  changes 
and  a prolonged  QT  interval. 

An  echocardiogram  showed  a 
drop  in  his  ejection  fraction  to  25%- 


Table  1 

Complete  Problem  List 

1 . Systemic  arterial  hypertension 

2.  Diabetes  mellitus 

3.  End-stage  renal  disease 

a.  Hemodialysis 

4.  High-output  cardiac  failure 
Etiology:  Decreased  systemic 

vascular  resistance 
Arteriovenous  fistula 
Anatomy:  Echocardiogram; 
concentric  left  ventricular 
hypertrophy 

Physiology:  Echocardiogram; 
mild  tricupsid  and  mitral 
regurgitation,  left  ventricular 
ejection  fraction  25% 
Objective:  Severely  compro- 
mised 

Subjective:  Moderately  compro- 
mised 


30%  down  from  55%  just  four  months 
earlier.  Mild  mitral  and  tricupsid 
regurgiation  were  noted.  Right  heart 
pressures  were:  right  atrial,  2 mmHg.; 
right  ventricle,  19/4  mmHg.;  pulmo- 
nary artery,  19/8  mmHg.;  and  pulmo- 
nary capillary  wedge  pressure  of  5 
mmHg.  His  cardiac  output  was  9.4  li- 
ters per  minute.  The  myocardial  bi- 
opsies showed  only  myocyte  hyper- 
trophy. 

In  light  of  the  elevated  cardiac 
output  in  the  presence  of  a dilated  ar- 
teriovenous fistula  high-output  heart 
failure  seemed  to  be  the  likely  cause 
for  the  patient’s  declining  cardiac 
function.  Laboratory  exams  during 
this  hospitalization  ruled  out  other 
causes  of  high-output  failure  so  vas- 
cular surgery  was  consulted  for  liga- 
tion of  his  AV  fistula.  A Tenchoff 
catheter  was  placed  in  preparation  for 
the  patient’s  change  to  peritoneal 
dialysis. 

Discussion 

Arteriovenous  fistulas  reduce  sys- 
temic vascular  resistance  leading  to 
a compensatory  increase  in  cardiac 
output.2  This  is  more  pronounced  in 
native  vessel  fistulas  because  of  their 
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predisposition  to  dilate,  while 
prosthetic  shunts  typically  have  a 
lower  flow  rate.3 

Despite  this  decrease  in  systemic 
vascular  resistance,  these  fistulas  rarely 
result  in  high-output  failure.  Failure 
more  often  is  seen  in  patients  with  a 
limited  myocardial  reserve.4  High-out- 
put failure  from  a dialysis  shunt  is  seen 
only  with  a high  shunt  flow  and  one 
or  more  contributing  factors  such  as 
coronary  or  hypertensive  heart  dis- 
ease.1 In  our  patient,  systemic  arterial 
hypertension  may  increase  the  flow 
through  the  low-resistance  fistula  lead- 
ing to  progressive  dilatation  and  in- 
creasing myocardial  demand.2 

Many  of  the  physical  findings  in 
these  patients  are  no  different  than  pa- 
tients with  high-output  failure  brought 
about  by  thyrotoxicosis,  beriberi,  Paget’s 
or  anemia,  hut  one  distinguishing  find- 
ing is  called  Branham’s  or  Nicoladoni’s 
sign.5 

This  finding  is  defined  as  a drop  in 
heart  rate  after  occlusion  of  the  arte- 
riovenous fistula  and  is  thought  to  be 
vagally  mediated.6  This  is  caused  by  an 
abrupt  increase  in  peripheral  resis- 
tance, leading  to  vagal  slowing  of  the 
heart  rate  through  aortic  and  carotid 
pressoreceptors.8  This  reflex  appears  to 
involve  both  efferent  and  afferent  va- 
gal pathways.7,4 

This  effect  is  part  of  an  overall  de- 
crease in  cardiac  output  that  is  medi- 
ated by  increased  preload  and  a reduc- 
tion in  the  inflow  of  blood  to  the  right 
heart  with  subsequent  decrease  in  dis- 
tention of  the  ventricles  in  diastole.8 
Findings  common  to  all  causes  of 
high-output  failure  include  widened 
pulse  pressures,  warm  hands  and  feet, 
and  a pulmonary  flow  murmur.1  These 
features  are  notably  distinct  from 
those  of  low-output  heart  failure  that 
we  are  quite  familiar  with,  such  as 
narrowing  pulse  pressures  with 
declining  stroke  volume  and  cold,  pale 
extremities  secondary  to  declining 
peripheral  circulation.1 

Appreciation  that  fistula- induced, 
high-output  cardiac  failure  is  depen- 
dent on  both  increased  cardiac  demand 


and  a limited  myocardial  reserve,  the 
immediate  treatment  for  this  condi- 
tion is  surgical  correction.  Options 
range  from  excision  of  the  fistula  to 
banding  of  the  fistula  to  reduce  its 
flow.2  A follow-up  echocardiogram 
may  be  useful  to  verify  recovery  in  the 
months  after  surgical  correction.  ■ 

Drs.  Bailey  and  Talley  are  from  de- 
partment of  internal  medicine  arid  divi- 
sion of  cardiology , DAMS  Medical  Cen- 
ter and  the  John  L.  McClellan  Memorial 
Veterans  Hospital. 
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2000 

Shuffield 

Award 

The  Arkansas  Medical 
Society  is  seeking  nomina- 
tions for  the  2000  Shuffield 
Award,  which  will  be  pre- 
sented at  the  annual 
meeting  May  5-6  in  Little 
Rock. 

This  award  is  given  each 
year  to  recognize  layper- 
sons in  Arkansas  who  have 
done  outstanding  commu- 
nity work  in  the  health  care 
field.  The  individual  might 
be  a newspaper  reporter, 
television  personality,  gov- 
ernment official,  teacher  or 
individual  promoting  a com- 
munity or  health-related 
program.  The  person 
cannot  be  a physician  or  a 
physician's  immediate 
family  member. 

The  nominations  may  come 
from  a county  medical  soci- 
ety, AMS  or  alliance  mem- 
ber. 

All  nominations  must  be 
received  by  Feb.  29,  2000. 

Past  nominees  may  be  re- 
nominated. If  you  know 
someone  worthy  of  this 
honor,  please  contact  the 
AMS  office  at  (501)  224- 
8967  or  (800)  542-1058. 
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Pledging  commitment  is  one  of  the  most  important 
things  that  human  beings  can  do  for  one  another. 

It  means  I'll  do  only  my  best  for  you.  I’ll  fight  for  your 
rights.  I'll  be  therefor  you.  At  Snell  Laboratory  we 


make  that  type  of  commitment  to  each  of  our  patients. 
We  dedicate  ourselves  to  making  them  as  comfortable 
and  as  mobile  as  possible.  We  give  them  back  as  much 
of  their  former  life  as  we  can. 


A Match  Made  In  Heaven. 


Our  computer-aided  design  and  manufacture 
(CAD/CAM)  system  makes  so  much  more  possible  in 
creating  custom-fit  prostheses  than  ever  before.  And 
new  lightweight,  space  age  materials  mean  more  ^ 
for  our  patients  with  custom  orthoses. 

So  regardless  of  what  responsibilities  your 


patients  agree  to  in  life,  from  going  out  to  play  to 
attending  a special  occasion,  our  commitment 
to  comfort  never  waivers. 

Snell  Prosthetic  and  Orthotic  Laboratory  has 
been  in  business  since  1911.  We've  said  “I  do"  to 
our  patients  since  day  one. 


Prosthetic  & Orthotic 
Laboratory 


THE  LATEST  IN  TECHNOLOGY.  THE  BEST  IN  CANE. 

Offices  located  in  Little  Rock,  Russellville,  Fort  Smith,  Mountain  Home,  Fayetteville,  Hot  Springs,  North  Little  Rock,  and  Jonesboro. 

Little  Rock  (501)  664-2624  • Stateivide  Toll-free  1-800-342-5541 

Founding  Members  of  PrimeCare  O&P  Network  - serving  the  southern  United  States. 
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MR  Cholangiopancreatography 
Is  Important  in  Evaluation 
of  Pancreatic  and  Biliary  Systems 

AUTHORS:  Steven  R.  Nokes,  MD  — John  E.  Allen,  Jr.,  MD  — Bruce  Johnson,  MD 

EDITOR:  Steven  R.  Nokes,  MD 

History 

A 7 7 -year-old  female  presented  with  abdominal  pain 
and  elevated  liver  enzymes.  She  had  a long  history  of 
peptic  disease  and  underwent  a gastrectomy  in  the  re- 
mote past.  She  developed  bile  gastritis  and  underwent 
Roux-en-Y  conversion  of  her  Bilroth  operation  and  a 
cholecystectomy  three  years  ago.  A CT  scan  (not  shown) 
was  performed,  followed  by  an  MRCP  (Figures  1 and  2). 

Diagnosis:  Choledocholithiasis. 

Findings 

The  slab  image  reveals  moderately  severe  dilatation 


of  the  common  bile  duct  (CBD)  (18mm)  with  multiple 
CBD  stones.  Mild  intrahepatic  ductal  dictation  is 
present.  The  pancreatic  duct  is  normal.  The  thinner  slice 
(Figure  2)  better  defines  the  size  and  shape  of  the  stones. 

Discussion 

MR  cholangiopancreatography  (MRCP)  has  become 
increasingly  important  in  the  evaluation  of  the  pancreatic 
and  biliary  systems  in  the  last  few  years,  with  the  develop- 
ment of  snapshot  imaging.  MRCP  is  noninvasive,  does 
not  require  contrast  administration  and  provides  projec- 
tional  images  similar  in  appearance  to  the  traditional  meth- 


Figure  1.  Coronal  slab  (60mm)  single  shot  fast  spin  echo  SSFSE  T2-  Figure  2.  Coronal  SSFSE  T2-weighted  image  (5mm). 
weighted  image. 
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ods  of  endoscopic  retrograde  cholangiopan- 
creatography (ERCP)  and  percutaneous 
transhepatic  cholangiography  (PTC). 

ERCP  remains  the  gold  standard  for 
evaluation  of  the  pancreaticobiliary  system. 
It  combines  excellent  resolution  with  ability 
to  distend  the  biliary  system,  visualize  the  am- 
pulla, perform  biopsies  and  institute  therapy 
at  the  time  of  the  diagnosis.  ERCP  is  techni- 
cally unsuccessful  in  approximately  5%  of 
cases  and  carries  a small  (0.8%-5.0%)  risk  of 
pancreatitis  or  cholangitis.  Patients  with 
complex  post-op  anatomy  (as  in  our  case) 
cannot  be  evaluated  by  ERCP. 

MRCP  is  performed  using  a heavily  T,- 
weighted  pulse  sequence  that  suppresses 
background  tissues  and  accentuates  station- 
ary fluid.  We  use  single  shot  fast  spin  echo 
(SS  FSE)  which  collects  all  the  phase 
encodings  after  a single  radio  frequency  pulse 
resulting  in  an  infinite  TR.  The  TE  is  long 
(600-1,200).  Both  thick  (60mm)  slab  and 
thin  (3 mm- 5 mm)  breath  hold  coronal  and 
axial  images  are  acquired.  Supplementary 
axial  traditional  images  are  obtained. 


The  other  noninvasive  modalities,  CT  and 
US,  are  insensitive  to  choledocholithiasis, 
with  a sensitivity  of  20%-80%.  MRCP  has  a 
sensitivity  of  greater  than  90%,  which  rivals 
ERCP.  We  currently  perform  MRCP  when 
ERCP  is  unsuccessful,  if  there  is  pre-existing 
pancreatitis  or  if  there  is  a low  to  moderate 
suspicion  for  common  duct  stones.  ■ 
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Collect  Bad  Debt 


If  you’ve  always  used  a 
collection  agency.  . .WHY? 


Cheaper  • Faster 
In  compliance  with  the  Law 


Cut  out  the  middle  man  by 
retaining  the  Mike  Maggio  Law  Firm. 


Collection  Agency 


Maggio  La' 


Law  Firm 


Save  time.  Save  money. 

Be  in  compliance  with  the  law. 


Have  you  always  used  a collection 
agency  because  “that’s  the  way 
you’ve  always  done  it?” 


Try  a new  way. . . tip  the  scales  in 
your  favor,  call  Mike  Maggio  today. 


MAGGIO  LAW  FIRM 


your  collection  law  firm 


2843  Prince  Street.,  Conway,  AR  72033  501  -327-4340 

303  N.  Spruce  Street,  Searcy,  AR  721  43  501  -279-2769 

www.ebaddebt.com 
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Once  you  ease  into  the  newly  refined  interior  of  our  2000  M-Class 
with  leather  appointments  and  burl  walnut  trim,  there’s  no  mistaking 
it’s  a Mercedes.  Once  you  reach  your  destination,  the  only  question 
might  be,  what  is  the  point  of  getting  out?  The  M-Class,  starting  at  $35,300. 


e comforts  of  a getaway  retreat, 
before  you  even  get  there. 


Mercedes-Benz 


Riverside  Motors,  Inc. 

1403  Rebsamen  Park  Road,  Little  Rock,  AR  (501)  666-9457 
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Iiyi  my-  taxes>  wie/documentary  fees,  registration,  tags,  retailer  prep  charges,  insurance,  optional  equipment,  certificate  of  compliance  or  noncompliance  fees,  and  finance  charges.  Prices  may  vary  by  retailer.  Bicycle  rack  accessory 
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SCIENTIFIC  ARTICLE 


Physiologic  Effects  of  Stellate  Ganglion  Block: 
A Result  of  Complete  Ganglion  Blockade 
or  the  Vertical  Spread  of  Local  Anesthetic? 

William  E.  Ackerman  III,  MD,  and  Mahmood  Ahmad,  MD 


Needle  placement  with  fluoroscopy.  Injectate  is  directed  in  a caudal  direction.  Without  fluoroscopic 
guidance  the  volume  of  injectate  can  progress  in  a cephalic  direction,  resulting  in  a Horners  syndrome 
without  sympathetic  blockage. 


Abstract 

Traditionally,  stellate  ganglion  blockade  has  been  used 
for  the  diagnosis  and  treatment  of  upper  extremity  sympa- 
thetic pain.  However,  this  treatment  has  not  been  shown  to 
provide  adequate  sympathetic  blockade  of  the  upper  extremi- 
ties. This  study  demonstrates  that  a carefully  performed  up- 
per thoracic  sympathetic  block  with  imaging  guidance  can 
result  in  a successful  sympathetic  blockade  of  the  upper  ex- 
tremities. This  study  furthermore  demonstrates  that  the  oc- 
currence of  a Horners  syndrome  is  not  a testimony  to  a suc- 
cessful sympathetic  block  of  the  upper  extremities. 

Introduction 

Stellate  ganglion  blockade  with  local  anesthetics  may 
relieve  chronic  sympathetically  maintained  pain  involving 
the  upper  extremities.  The  American  Medical  Association 
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guidelines  for  impairment  ratings  of  upper  extremity  sym- 
pathetically maintained  pain  (reflex  sympathetic  dystrophy) 
are  based  on  the  presence  of  a Homers  syndrome  for  confir- 
mation of  a successful  stellate  ganglion  block.1 

Traditionally,  blockade  of  the  sympathetic  innervation 
to  the  upper  extremity  required  the  administration  of  10- 
20  ml  of  local  anesthetic  solution  and  testimony  to  a suc- 
cessful block  was  the  appearance  of  a Horners  syndrome 
(miosis,  ptosis,  anhidrosis  and  vasodilatation  over  the  ipsi- 
lateral  side  of  the  face).2 

It  should  be  noted,  however,  that  the  sympathetic  in- 
nervation to  the  upper  extremity  arises  from  the  lateral  horn 
of  the  upper  four  thoracic  sympathetic  ganglia.  Blockade  of 
these  thoracic  ganglia  seldom  causes  a Horners  syndrome. 
The  standard  technique  (paratracheal  approach)  for  doing 
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Table  1:  Demographic  Data  of  Patient  Population 

Sex  Male:  21  Female:  29 

Age  39.8  (±9.4) 

Height  (cm)  168.3  (±2.7) 

Weight  (kg)  77.3  (±5.8) 

Table  2:  Results  of  Cephalad  Spread  of  Solution 

Vertebral 
body  level 

Presence  of  Horners 
Syndrome 

Post-procedure 
Galvanic  Response 

Skin  Temperature 
Increase 

C3  (n=4) 

4/4* 

(100%) 

0 

(0%) 

1/5  (20%) 

C4  (n=6) 

5/6+ 

(83.3%) 

0 

(0%) 

2/7  (28.5%) 

C5  (n=  11) 

8/IP 

(72.7%) 

2/11 

(18.3%) 

11/21*  (52.3%) 

C6  (n=19) 

12/19 

(63.1%) 

3/9+ 

(33.3%) 

10/16*  (62.5%) 

C7  (n=10) 

5/10 

(50%) 

4/10* 

(40%) 

1/1*  (100%) 

p <0.05 

Table  3:  Results  of  Caudal  Spread  of  Solution 

Vertebral 

Presence  of  Horners 

Post-procedure 

Skin  Temperature 

body  level 

Syndrome 

Galvanic  Response 

Increase 

C7  (n=1 8) 

6/18* 

(33%) 

3/18 

(16.6%) 

2/18  (11.1%) 

T1  (n=10) 

2/10* 

(20%) 

4/10 

(40%) 

3/10  (30%) 

T2  (n=1 2) 

0 

(0%) 

10/12* 

(83.3%) 

10/12*  (83.3%) 

T3  (n=8) 

0 

(0%) 

8/8* 

(100%) 

8/8*  (100%) 

T4  (n=2) 

0 

(0%) 

2/2* 

(100%) 

2/2*  (100%) 

*p  <0.05 

Fifty  patients  were 
studied  after  Institutional 
Review  Board  approval 
and  informed  consent  was 
obtained.  All  patients  had 
preprocedural  physical 
findings  of  allodynia, 
hyperhidrosis,  as  well  as  a 
decreased  temperature  of 
at  least  2°C  in  the 
extremity  being  studied. 
Each  patient  had  a 
preprocedural  verbal 
assessment  pain  score 
(VAS  0-10)  of  7 or  higher. 


stellate  ganglion  blockade  is  placement  of  a needle  at  the 
transverse  process  of  the  sixth  cervical  vertebral  body  (C6), 
which  is  identified  by  palpation  of  the  Chassaignac  tubercle. 
Typically  10-15  ml  of  local  anesthetic  is  administered.2  How- 
ever, this  technique,  which  frequently  causes  a Homers  syn- 
drome, has  been  reported  to  seldom  result  in  sympathetic 
blockade  of  the  upper  extremities.3,4,5'6 

Ackerman  and  Racz  recently  published  data  that  place- 
ment of  local  anesthetic  at  the  anterolateral  aspect  of  the 
seventh  cervical  (C7)  vertebral  body  resulted  in  a more  suc- 
cessful sympathetic  block  for  the  upper  extremity  when  com- 
pared to  the  conventional  needle  placement  at  the  sixth  cer- 
vical (C6)  vertebral  body.7 

In  spite  of  a higher  incidence  of  successful  sympathetic 
blockade  when  compared  to  the  standard  technique,  these 
investigators  did  not  consistently  observe  a Horners  syn- 
drome. The  purpose  of  this  study  was  to  observe  the  direc- 
tional flow  of  contrast  material  mixed  with  local  anesthetic 
in  a vertical  plane  using  fluoroscopy.  Any  physiologic  changes 
associated  with  this  procedure  were  recorded. 

Methods 

Fifty  patients  were  studied  after  Institutional  Review 
Board  approval  and  informed  consent  was  obtained.  All  pa- 
tients had  preprocedural  physical  findings  of  allodynia,  hy- 
perhidrosis, as  well  as  a decreased  temperature  of  at  least  2°  C 
in  the  extremity  being  studied.  Each  patient  had  a 


preprocedural  verbal  assessment  pain  score  (VAS  0-10)  of 
7 or  higher.  No  patient  had  a preinjection  skin  surface 
temperature  exceeding  33°  C. 

Each  block  was  performed  by  the  same  anesthesiologist  in 
a procedure  room  with  ambient  temperatures  of  20°-22°  C. 
Surface  skin  temperature  was  monitored  bilaterally  with 
liquid  crystal  temperature  strips  (Crystalline,  Sham,  Inc., 
Tampa,  Fla.).  A galvanic  skin  response  was  assessed  before 
and  after  the  procedure. 

A 22-gauge  3.5-inch  needle  was  advanced  to  the  anterior 
lateral  border  of  the  seventh  cervical  vertebral  body  at  the  level 
of  the  transverse  process,  under  fluoroscopic  guidance.  After 
the  vertebral  body  was  contacted,  the  needle  was  withdrawn 
approximately  1 millimeter.  A mixture  consisting  of  4 ml  of 
bupivacaine  0.5%  with  1 ml  of  Iopamidol  300  was  injected. 
Under  intermittent  fluoroscopy,  5 ml  of  volume  was  adminis- 
tered at  an  injection  velocity  of  1 ml  per  10  seconds. 

Postinjection  vertical  spread  in  a cephalad  and  caudal 
direction  was  noted  immediately  and  at  15  minutes.  The 
vertebral  body  level  obtained  in  both  a cephalad  and  cau- 
dal direction  was  defined  as  the  level  of  the  transverse  pro- 
cess above  and  below  needle  placement  at  the  seventh  cer- 
vical vertebra.  The  incidence  of  a Horners  syndrome,  the 
presence  of  a galvanic  skin  response  (pre  and  postinjection) 
and  changes  in  skin  temperatures  were  recorded.  Statisti- 
cal analysis  was  done  using  the  complex  Chi-square  test 
with  Yates  correction  for  continuity  when  applicable.  A p 
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value  <0.05  was  considered  significant. 

Results 

Demographic  data  of  the  patient 
population  is  presented  in  Table  1 . The 
incidence  of  a Horners  syndrome  in- 
creased as  the  injected  solution  ap- 
proached the  level  of  third  cervical  ver- 
tebra (Table  2).  Skin  temperature  in- 
creases in  the  absence  of  a galvanic  skin 
response  in  the  upper  extremity  were 
more  pronounced  when  the  solution 
spread  distal  to  the  first  thoracic  verte- 
bra (Tl). 

Discussion 

The  above  data  demonstrated  that 
the  presence  of  a Homers  syndrome  is 
not  affirmation  to  a sympathetic  block 
in  the  upper  extremity.  The  results  of  our 
study  suggest  that  temperature  changes 
or  absence  of  a galvanic  skin  response  in 
the  extremity  blocked  are  more  predic- 
tive of  a successful  sympathetic  block 
than  other  physiologic  changes.  Effective 
sympathetic  blockade  of  the  upper  ex- 
tremity, however,  can  be  achieved  only 
with  careful  attention  to  technique. 

Our  results  using  imaging  guidance 
with  contrast  material  above  C7  are 
consistent  with  the  results  of  Stevens 
et  al.,  who  have  reported  that  some 
doubt  exists  as  to  the  success  of  the 
commonly  performed  paratracheal  ap- 
proach to  stellate  ganglion  blockade  in 
producing  an  adequate  sympathec- 
tomy of  the  hand.4 

Furthermore,  Hogan  et  al.  pub- 
lished another  study  in  which  a Homers 
syndrome  occurred  in  84%  of  the  stellate 
ganglion  blocks,  but  a sympathetic  block 
to  the  upper  extremity  occurred  in  only 
27%  of  patients.8  They  postulated  that 
failure  of  stellate  ganglion  block  was  a 
result  of  an  inadequate  spread  of  local 
anesthetic  to  the  sympathetic  fibers, 
which  travel  to  the  upper  extremity. 
Malmqvist  reported  an  87%  incidence 
of  producing  a Homers  syndrome  with 
stellate  ganglion  block  but  only  11.5% 
had  a successful  sympathetic  block  when 
performing  stellate  ganglion  blockade 
without  fluoroscopic  guidance.6 

Several  approaches  for  the  perfor- 
mance of  a stellate  ganglion  blockade 


have  been  described.5  We  do  not  ad- 
vocate one  particular  technique  over 
another.  We  do  suggest  that  spread  of 
the  local  anesthetic  distal  to  Tl  along 
the  anterolateral  border  of  the  verte- 
bral bodies  is  essential  to  achieve  a suc- 
cessful sympathetic  block  of  the  upper 
extremity. 

This  occurrence  can  be  confirmed 
only  with  imaging  guidance.  The  ante- 
rior lateral  technique  described  by 
Ackerman  and  Racz  using  5 ml  of  vol- 
ume is  used  frequently  at  our  institution 
to  theoretically  minimize  local  anesthetic 
plasma  absorption  kinetics,  which  should 
minimize  the  incidence  of  seizures  related 
to  a rapid  uptake  of  the  local  anesthetic 
from  a highly  vascular  area.7 

Wulf  et  al.  studied  the  plasma  lev- 
els of  bupivacaine  after  10  ml  of  0.5% 
bupivacaine  were  administered  for  stel- 
late ganglion  block.9  They  found  that 
30%  of  their  patients  had  toxic  plasma 
levels  of  bupivacaine  after  the  block. 
The  risk  of  pneumothorax  is  minimized 
by  the  use  of  fluoroscopic  guided  needle 
placement. 

Conclusion 

The  results  of  this  study  suggest  that 
failure  to  produce  an  increase  in  skin 
temperature  of  the  ipsilateral  upper  ex- 
tremity and  a negative  galvanic  skin  re- 
sponse following  a stellate  ganglion 
block  is  due  to  lack  of  spread  of  the  local 
anesthetic  to  the  upper  thoracic  sympa- 
thetic fibers.  We  conclude  that  the  results 
of  a “successful”  stellate  ganglion  block 
should  include  other  criteria  besides  the 
occurrence  of  Homers  syndrome.  ■ 

(This  article  was  presented  in  parts 
at  the  52nd  annual  New  York  Post 
Graduate  Assembly,  New  York,  De- 
cember 1998;  the  American  Society 
of  Regional  Anesthesia  annual  meet- 
ing, Philadelphia,  May  1999,  and  the 
American  Academy  of  Disability 
Evaluating  Physicians  annual  meeting, 
Tucson,  Ariz.,  November,  1999.) 

Dr.  William  E.  Ackerman  is  the 
former  medical  director  for  the  Center  for 
Pam  Medicine,  Department  of  Anesthe- 
siology,  University  of  Arkansas  for  Medi- 


cal Sciences.  Dr.  Mahmood  Ahmad  is  a 
fellow  in  Pain  Medicine , the  Center  for 
Pain  Medicine,  Department  of  Anesthe- 
siology, University  of  Arkansas  for  Medi- 
cal Sciences . 
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LOSS  PREVENTION 


During  the 
act  of 

opening  the 
abdomen,  the 
distal  clamp 
came  off  the 
artery,  with 
the  loss  of 
another 
estimated 
500cc  of 
blood  and 
another 
hypotensive 
event. 


Possible  vs.  Appropriate 

J.  Kelley  Avery,  MD 


The  patient  was  a 48-year-old  woman  who 
had  been  seen  for  the  last  six  years  in  the  out- 
patient clinic  of  a major  medical  center  where 
she  was  employed  as  a receptionist.  On  the  first 
visit  to  this  facility  she  was  evaluated  for  mi- 
tral valve  prolapse.  The  record  does  not  detail 
the  symptoms  that  brought  her  to  examina- 
tion by  a cardiologist.  An  echocardiogram 
showed  no  evidence  of  prolapse;  it  was  a nor- 
mal study. 

A year  later  she  was  seen  in  the  outpatient 
center,  where  a pelvic  ultrasound  was  done. 
Again  the  complaints  that  resulted  in  this  ex- 
amination were  not  a part  of  the  record.  How- 
ever, the  radiologist  who  performed  the  exami- 
nation reported:  “Impression:  Moderately  se- 
vere irregular  uterine  enlargement  due  to  the 
presence  of  multiple  fibroids.  No  adnexal 
masses.” 

During  the  next  three  years,  this  patient 
had  three  chest  X-rays  and  a mammogram.  The 
mammogram  report  was  negative  for  malig- 
nancy but  it  did  mention  bilateral  fibrocystic 
disease.  The  chest  X-rays  consistently  showed 
“thoracolumbar  scoliosis.”  The  last  report  read, 
“Marked  S-shaped  scoliosis  of  the  dorsal  spine. 
No  active  disease.” 

Two  weeks  after  this  examination,  the 
record  showed  that  she  was  admitted  to  the 
hospital  with  a history  of  “pelvic  pain.”  A his- 
tory and  physical  examination  revealed  that 
this  woman  had  the  uterine  fibroids  first  diag- 
nosed five  years  earlier.  She  gave  a history  of 
“abnormal  liver  enzymes,”  and  the  examiner 
questioned  whether  she  had  a hepatitis  screen 
done.  No  further  comment  appeared  in  the 
record  relative  to  this,  and  no  follow-up  of  liver 
enzymes  was  reported  in  the  record  preopera- 
tively.  She  had  been  pregnant  three  times  and 
had  three  children.  Examination  revealed  the 
irregular  multinodular  mass  in  the  uterus, 
which  was  said  to  he  the  size  of  a 20-week  preg- 
nancy. A total  vaginal  hysterectomy  was 
planned,  and  possibly  a bilateral  salpingo- 
oophorectomy.  The  plan  that  the  procedure 
would  be  a total  abdominal  hysterectomy  ap- 
peared in  the  admission  note. 

She  was  a same-day  admission  for  the  sur- 


gery, which  turned  out  to  be  a laparoscopically 
assisted  total  vaginal  hysterectomy.  The  at- 
tending obstetrician/gynecologist  was  assisted 
in  the  procedure  by  another  gynecologic  sur- 
geon experienced  in  laparoscopic  surgery  of 
the  pelvis. 

At  surgery,  with  observation  through  the 
laparoscope,  the  fibroid  masses  were  seen  to 
extend  into  both  broad  ligaments.  The  ure- 
ters were  visualized  throughout  their  normal 
course.  The  large  fibroid  on  the  left  was  first 
exposed,  dissected  free  of  the  round  ligament, 
with  hemostasis  secured  by  cauterization  us- 
ing a bipolar  electrocoagulation  device.  Then 
the  right  mass  was  approached  in  the  same 
manner,  freeing  it  from  the  round  ligament 
and  securing  hemostasis  in  the  same  way. 
This  mass  had  to  be  dissected  from  the  lower 
uterine  segment  using  scissors.  The  surgical 
note  then  said,  “Close  to  the  completion  of 
this  task  some  bright  red  bleeding  was  noted 
to  be  coming  from  the  left  pelvic  sidewall. 
Isolation  of  this  area  (still  through  the 
laparoscope)  revealed  a “nick”  in  the 
external  iliac  artery.  Clamps  were  placed 
through  the  scope  on  both  sides  of  the  “nick” 
and  a vascular  surgeon  was  called,  but  one  was 
not  available. 

A trauma  surgeon  answered  the  call  and 
arrived  in  the  operating  room  within  45  min- 
utes. He  came  into  the  room,  noted  the  con- 
dition, and  suggested  that  the  uterus  be  re- 
moved in  order  to  more  adequately  expose  the 
operative  field.  The  surgeon  then  proceeded 
to  scrub  for  his  part  in  the  procedure. 

It  was  noted  in  the  operative  note  that  a 
hypotensive  episode  occurred  about  the  time 
of  the  clamping  to  the  artery.  The  precise  tim- 
ing of  the  injury  to  the  external  iliac  artery  in 
relation  to  the  arrival  of  the  surgeon  was  dif- 
ficult to  determine,  but  estimates  of  30  min- 
utes to  one  hour  were  given. 

While  the  surgeon  was  scrubbing,  the  gy- 
necologist was  opening  the  abdomen  through 
a Pfannenstiel  incision.  During  the  act  of 
opening  the  abdomen,  the  distal  clamp  came 
off  the  artery,  with  the  loss  of  another  esti- 
mated 500cc  of  blood  and  another  hypoten- 
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sive  event.  Both  such  events  were  said 
to  have  responded  to  reclamping  of  the 
vessel  and  increasing  the  flow  of  fluids, 
both  blood  products  and  electrolytes. 
The  surgeon  attempted  to  repair  the 
artery  end  to  end  but  quickly 
determined  that  a graft  would  be 
necessary.  Several  times  during  the 
procedure,  the  operative  note  mentions 
“venous  oozing.”  During  the  repair,  the 
proximal  clamp  slipped  off  and  more 
blood  was  lost  into  the  wound.  Esti- 
mates were  in  the  range  of  500cc. 

At  this  point  in  the  procedure, 
the  operative  report  states,  “Shortly 
after  this  small  blood  loss  it 
was  noted  the  beginning  of 
EKG  changes  involving  the 
ST  segment.  This  rapidly 
progressed  to  ventricular 
tachycardia,  which  did  not 
respond  to  cardioversion  ne- 
cessitating the  start  of  cardio- 
pulmonary resuscitation.  The 
code  team  was  summoned  and 
after  a prolonged  coordinated 
effort  of  approximately  45 
minutes,  the  patient  was  pro- 
nounced [dead].”  Death 
occurred  about  three  and  one 
half  hours  after  surgery  began. 

The  blood  loss  was  estimated 
to  be  “1-2  liters.” 

A lawsuit  was  filed  by  the 
daughter  of  the  patient 
charging  negligence  on  three 
counts:  Negligence  in 

undertaking  an  inappropriate 
laparoscopic  procedure;  negligence  in 
performing  the  laparoscopic 
procedure,  and  negligence  in  the 
attempted  repair  of  the  injured  artery. 

The  charge  against  the  surgeon 
who  attempted  the  vascular  repair 
was  dropped. 

In  the  opinion  of  the  experts,  the 
choice  of  the  laparoscopic  approach 
was  a mistake  because  of  the  size  of 
the  fibroid  uterus  (20  weeks  gestation 
by  ultrasound),  and  due  to  the  size  of 
the  tumor,  the  procedure  was  negli- 
gently performed. 

Loss  Prevention  Comments 

The  description  of  the  multi- 
nodular fibroid  uterus  and  its  size  should 


have  led  the  initial  ob/gyn  surgeons  to 
very  carefully  evaluate  the  choice  of 
procedure,  whether  as  an  open 
operation  or  the  more  difficult 
laparoscopic-assisted  total  abdominal 
hysterectomy.  All  of  the  experts,  even 
those  chosen  by  the  defense, 
questioned  the  decision,  since  even 
though  it  would  be  possible,  it  would 
carry  a greater  risk.  The  preoperative 
record  did  not  reveal  any 
documentation  of  an  informed 
consent  discussion. 

One  must  wonder  whether  the 
possibility  of  the  laparoscopic 

The  description  of  the 
multinodular  fibroid  uterus 
and  its  size  should  have  led 
the  initial  ob/gyn  surgeons  to 
very  carefully  evaluate  the 
choice  of  procedure,  whether 
as  an  open  operation  or  the 
more  difficult  laparoscopic- 
assisted  total  abdominal 
hysterectomy. 

procedure  with  its  advantages  was 
not  oversold  to  the  patient.  Fre- 
quently, patients  have  heard  of  this 
kind  of  surgery  and  request  it  on  the 
basis  of  the  reports  of  friends  of  less 
pain,  less  lost  time  from  work,  and  the 
like.  Had  there  been  a frank  and  open 
discussion  of  the  planned  laparoscopic 
procedure  and  the  risks  with  this  size 
lesion,  along  with  the  customary  ex- 
pected advantages,  the  lawsuit 
probably  would  not  have  been  filed. 

With  the  size  of  the  lesion, 
visualization  through  the  laparoscope 
must  have  compromised  the 
surgeon’s  ability  to  expose  the  deep 
pelvis.  The  operative  note  pointed 
out  that  the  fibroid  nodules  had 
invaded  both  round  ligaments,  and 
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forced  the  use  of  sharp  dissection  in 
the  exposure.  Having  first  dealt  with 
the  left  side  of  the  pelvis,  the  surgeon 
then  turned  his  attention  to  the  right 
side,  so  that  the  bleeding  on  the  left 
was  not  discovered  until  “close  to  the 
completion  of  this  task.” 

Although  the  estimate  of  the 
bleeding  was  rather  conservative,  the 
first  hypotensive  episode  occurred 
during  that  time.  Had  the  operation 
been  done  through  an  open  incision, 
visualization  and  manipulation  of  the 
tumor  would  have  been  much  easier, 
and  the  likelihood  of  injury  to  the  iliac 
vessels  much  less.  Probably  the 
application  of  the  clamps  through  the 
laparoscope,  and  the  subsequent  use  of 
a Pfannenstiel  incision,  made  the  clamp 
slipping  off  the  vessel  more  likely. 
Experts  were  critical  of  the  use  of  that 
incision,  pointing  out  that  it  provided 
less  exposure  and  usually  took  longer. 
There  is  universal  agreement  that 
arterial  bleeding  noted  through  the  lap- 
aroscope is  a severe  vascular 
emergency,  and  the  faster  and  wider  the 
exposure  of  the  bleeding  vessel,  the 
better  the  chance  of  a favorable 
outcome. 

Although  there  was  conjecture  as 
to  the  cause  of  death  in  this  patient, 
whether  it  a cardiac  event  or 
hyperkalemia  from  the  transfusions 
required  during  the  operation,  the  es- 
sence of  this  case  was  the  choice  of  the 
laparoscopic  approach  over  an  open  op- 
eration, and  the  limitations  that  choice 
put  on  the  operating  team.  This  case 
clearly  demonstrates  that  what  is 
possible  is  not  always  appropriate.  Al- 
though there  was  no  settlement  or 
judgment  in  this  case,  the  ob/gyn 
surgeons  were  involved  in  a long  and 
expensive  litigation  process.  ■ 

The  case  of  the  month  is  taken  from 
actual  Tennessee  closed  claims . An  attempt 
is  made  to  fictionalize  the  material  in  order 
to  make  it  less  easy  to  identify.  Dr.  Avery 
is  a member  of  the  Loss  Prevention 
Committee , State  Volunteer  Mutual  lnsur- 
ance  Co.,  Brentwood,  Tenn.  This  article 
appeared  in  the  March  1 999  issue  of  Ten- 
nessee Medicine.  It  is  reprinted  with  per- 
mission. 


Missing  Something? 


Master  of  Public  Health 

501-686-2592 

800-882-0841 

University  of  Arkansas  for  Medical  Sciences 
Tulane  School  of  Public  Health  and  Tropical  Medicine 


MEDICAL  OFFICE 


DOCTORS  BUILDING 

500  South  University  Avenue, 

Little  Rock,  Arkansas 

Suites  Available  ranging  from 
722  sq.  ft.  to  4,807  sq.  ft. 

Professional  Management 
Maintenance  24  hours  a day,  365  days  a year 
Nightly  janitorial  service  plus  Day  Maid 
Free  Doctors  Parking  Lot  - 
Or  Low  Cost  Reserved  Parking 
Free  Use  of  Well  Appointed  Conference/Club  Room 
Ancillary  Services  in  Building 


% 


Location  convenient  to  all  area  Hospitals 

including  Baptist,  St.  Vincent  Doctors, 

St.  Vincent  Infirmary,  UAMS,  VA 
and  Arkansas  Children's. 

CONTACT 

Betty  Garcia  - 664-1812 

VISIT  OUR  WEBSITE  www.lrma.com 


Number  9 


February  2000  • 351 


PEOPLE+EVENTS 


HONORED 

College  of  Surgeons 
Inducts  LR  Doctor 

Dr.  Gene  Sloan  of  Little 

Rock  was  among  1 ,49 1 physi- 
cians who  became  fellows  of 
the  American  College  of  Sur- 
geons recently  during  the 
Clinical  Congress  in  San  Fran- 
cisco. 

Dr.  Sloan,  who  graduated 
from  the  University  of  Arkan- 
sas for  Medical  Sciences  in 
1 985 , is  certified  by  the  Ameri- 
can Board  of  Plastic  Surgery. 
He’s  also  a member  of  the 
American  Society  of  Plastic 
and  Reconstructive  Surgeons, 
American  Society  for  Aes- 
thetic Plastic  Surgery,  Lipo- 
plasty  Society  and  the 
Arkansas  Medical  Society. 

LR  Urologist 
Named  to  Office 

Dr.  John  F.  Redman,  pro- 
fessor of  urology  and  pediatrics 
at  Arkansas  Children’s  Hospi- 
tal and  the  University  of  Ar- 
kansas for  Medical  Sciences, 
recently  was  named  president 
of  the  South  Central  Section 
of  the  American  Urologic  As- 
sociation. He  also  recently  was 
inducted  as  a fellow  of  the  So- 
ciety of  Pediatric  Urology. 

Orthopaedic  Society 
Elects  Officers 

Dr.  David  Gilliam  of  Little 

Rock  recently  was  elected 
president  of  the  Arkansas  Or- 
thopaedic Society  for  2000-0 1 . 

Dr.  Jim  McCoy  of  Searcy 
was  elected  vice  president,  and 
Dr.  Scott  Cooper  of  Rogers  was 


chosen  secretary/treasurer.  Dr. 
John  Lytle  of  Pine  Bluff  is  on 
the  American  Academy  of  Or- 
thopaedic Surgeons  Board  of 
Councilors. 

The  Arkansas  Ortho- 
paedic Society’s  2000  meeting 
is  scheduled  for  Dec.  8-10  at 
Five  Oaks  Lodge  in  DeWitt. 

Greenwood  Honors 
Fort  Smith  Doctor 

Dr.  Art  Martin  of  Fort 
Smith  recently  received  the 
Greenwood  Education  Foun- 
dation’s Distinguished  Alumni 
Award. 

Dr.  Martin,  a 1935  gradu- 
ate of  Greenwoo  d High 
School,  was  responsible  for 
preserving  the  clock  from  the 
old  South  Sebastian  County 
Courthouse,  which  was  de- 
stroyed by  a tornado  in  1968. 
The  clock  is  in  working  order 
in  a park  on  the  square. 

Dr.  Martin  also  is  president 
of  the  Fort  Smith  Streetcar  Res- 
toration Association,  which 
runs  a trolley  museum  and  half 
a mile  of  trolley  track. 


OBITUARIES 

Walter  L.  Walker,  MD 

Dr.  Walter  L.  Walker,  79, 
of  Brinkley  died  Nov.  30. 

Dr.  Walker,  who  began  his 
practice  in  Brinkley  in  1945, 
retired  in  1992  after  a stroke. 
He  was  a veteran  of  World  War 
II  and  a member  of  the  Arkan- 
sas Medical  Society  and  the 
American  Medical  Associa- 
tion. 

He  was  former  chief  of  staff 
and  a member  of  the  advisory 


board  at  Delta  Medical  Center, 
where  he  also  served  at  various 
times  as  chief  of  obstetrics,  di- 
rector of  the  respiratory  depart- 
ment and  a member  of  the  hos- 
pital commission  board.  He 
also  was  former  health  director 
for  the  city  of  Brinkley. 

Dr.  Walker  is  survived  by 
his  wife,  Freddie  Collom 
Walker,  and  two  sons. 


I.L.  Carlton,  MD 

Dr.  I.L.  Carlton,  75,  of 
Little  Rock  died  Dec.  3 1 . 

Dr.  Carlton  was  a mem- 
ber of  the  Arkansas  Medical 
Society,  the  American  Psy- 
chiatric Association  and  a 
veteran  of  World  War  II. 

He  is  survived  by  his  wife, 
Norma  Jean  Carlton,  and 
three  daughters.  ■ 


New  Members 


Loring  Barwick  Jr.,  DO 

Specialty:  FP 
P.O.  Box  180 
Holly  Grove,  AR  72069 
(870)  462-3393 

Deborah  Lee  Bursey,  MD 

Specialty:  IM 
10001  Lile  Drive 
Little  Rock,  AR  72205 
(501)  227-8000 

Beth  A.  Choby,  MD 

Specialty:  FP 
612  S.  12th  St. 

Fort  Smith,  AR  72901 
(501)  785-2431 

Kenneth  Eubanks,  MD 

Specialty:  NS 

303  East  Matthews  Ave.,  No.  202 
Jonesboro,  AR  72401 
(870) 972-1112 

David  Griffin,  MD 

Specialty:  CD 
9600  Lile  Drive,  360 
Little  Rock,  AR  72205 
(501)  224-6525 

Jeffrey  Hall,  MD 

Specialty:  GS 
256  Concord  Trail 
Pocahontas,  AR  72455 
(870)  892-4467 


Phuong  Ly,  MD 

Specialty:  FP 
29  W.  Tennessee  St. 

Marianna,  AR  72360 
(870)  295-2543 

Raelene  Ann  Mapes,  DO 

Specialty:  P 
3808  S.  Gap: 

Fort  Smith,  AR  72903 
(501)  709-7200 

Sudhir  K.  Pandit,  MD 

Specialty:  CD 

3 Medical  Park  Drive,  L2-201 
Benton,  AR  72015 
(501) 778-8853 

Carl  Smith,  MD 

Specialty:  OBG 

4301  W.  Markham  St.,  No.  518 
Little  Rock,  AR  72205 
(501)  686-5380 

Sachin  Swarup,  MD 

Specialty:  FP 

510  Ondo  Lane,  No.  7D 

El  Dorado,  AR  71730 

Domingo  Tan,  MD 

Specialty:  GP 
1205  McLaine  St. 

Newport,  AR  72117 
(870)  523-6804 

Julie  Tumlison,  MD 

Specialty:  FP 
405  E.  Jackson 
Jonesboro,  AR  72401 
(870)  972-0063 
**  Resident 


Mouhammed  Kyasa,  MD 

Specialty:  **IM 
4301  W.  Markham  St.,  No.  508 
Little  Rock,  AR  72205 
(501)  686-8511 
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Tannenbaum  Resort 


Tannenbaum  Resort  on  Greers  Ferry  Lake  has  all  the  facilities  for  family 
reunions,  corporate  meetings  or  quiet,  comfortable  settings  for  honeymoon  or 
anniversary  couples. 

This  resort  community  features  homes  with  native  stone  and  wood-burning 
fireplaces.  Each  home  also  comes  complete  with  a furnished  kitchen,  linens, 
washers  and  dryers. 

Choose  a chalet  or  condominium  by  the  lake.  Some  are  outfitted  with  game 
rooms,  hot  tubs  and  boat  slips.  Swim  in  an  Olympic-size  pool,  play  golf  and 
dine  in  a restaurant  that  overlooks  Greers  Ferry  Lake.  Tennis,  basketball  and 
shuffleboard  courts  are  handy,  too.  There’s  even  a 2, 700-foot  sod  landing  strip 
available. 

Tannenbaum  is  in  Cleburne  County,  south  of  state  Highway  92  between 
Greers  Ferry  and  Drasco,  about  80  miles  north  of  Little  Rock  and  a 30-minute 
drive  from  Heber  Springs. 

The  resort  was  created  on  about  1 ,000  acres  in  1967  when  Vernon  and  Pat 
Kerns  of  Memphis  purchased  the  property  and  hired  a builder  to  begin  work. 

For  details,  write  Tannenbaum  Resort,  1329  Tannenbaum  Road,  Drasco 
72530.  Call  (501)  362-3075,  (800)  535-3075  or  fax  (501)  362-9044.  Send  e- 
mail  to  info@tannenbaum.com  or  check  the  web  site,  www.tannenbaum.com. 
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AMS  BENEFITS,  INC 


A wholly  owned  subsidiary  of  the 
Arkansas  Medical  Society 
P.  O.  Box  55088 

Little  Rock,  Arkansas  72215-5088 
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The  Arkansas  Medical  Society  Health  Benefit  Program  is  a health  insurance  plan  designed  exclusi 
members  of  the  Arkansas  Medical  Society.  Underwritten  by  American  Investors  Life  Insurance  Cor 
Indemnity  and  managed  care  plans  available.  For  information  call  (501)  224-8967  or  1-800-542-105J 
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On  Saying  Goodbye 

Jerry  Kendall,  MD 


I can’t  really  remember  when  I began  wanting  to  be  a doctor.  One  of  my  earliest 
recollections  is  carrying  a toy  black  bag  around  and  being  called  “Little  Doc”  by 
the  people  in  the  small  town  where  I grew  up.  From  that  time  on,  no  matter  what 
direction  my  life  was  going  at  the  time,  that  burning  desire  was  always  foremost. 

The  preparation  for  this  career  was  a short-term  goal:  Going  to  college  and  then 
medical  school,  and  finally  internship  and  residency.  Then  suddenly  one  day  I was 
where  I had  dreamed  of  being  all  my  life,  a bona  fide  physician  in  private  practice. 

For  many  years  medicine  gave  me  all  the  pleasure  and  fulfillment  that  I knew  it 
would,  and  I never  saw  myself  retiring  from  something  that  I liked  so  much.  Then, 
very  insidiously,  things  began  to  change.  My  health  began  to  decline,  and  my  energy 
for  work  became  less.  The  numerous  changes  that  occurred  in  the  delivery  oi  health 
care  became  more  onerous,  and  I was  unable  to  cope  with  them  as  well  as  I should 
have.  My  interests  in  outside  activities  became  heightened,  and  I discovered  another 
world  apart  from  medicine. 

For  the  first  time,  I began  to  consider  retirement  and  the  ramifications  it  would 
have  on  my  life.  One  of  the  advantages  that  I had  over  many  of  my  colleagues  was 
my  interest  in  many  other  areas  and  my  ability  to  do  different  things,  which  had 
been  forged  by  my  experiences  in  several  other  jobs  on  the  way  to  my  career.  I thought 
I knew  that  I could  stay  active  and  vital  while  doing  some  things  that  I enjoyed,  but 
I felt  a small  pang  of  conscience  because  I felt  that  I somehow  was  deserting  a sacred 
grail  that  I had  worked  so  hard  to  achieve.  1 was  concerned  that  my  patients  would 
feel  that  I was  deserting  them  and  was  worried  that  they  could  not  find  continuing 
care  in  a market  that  had  many  more  consumers  than  providers. 

But  the  feeling  that  I needed  to  get  out  while  I was  still  a pretty  good  doc  was 
persistent,  and  I compromised  for  a year  by  working  only  two  days  a week  in  the 
office.  At  first  all  I did  was  compress  a full  week  into  two  days,  and  I had  to  set  limits 
as  to  what  I could  do.  I became  acclimated  to  the  time  off  and  found  that  I filled 
every  spare  minute  and  still  did  not  have  enough  time  to  do  all  the  things  I wanted. 
This  gave  me  the  courage  to  set  the  end  of  the  year  as  the  time  for  my  permanent 
retirement. 

As  the  time  approached  — instead  of  wondering  if  I was  doing  the  right  thing  as 
I had  feared  — I became  more  convinced  than  ever  that  this  was  what  I needed  to 
do.  And  so,  on  my  last  day,  as  the  staff  at  my  retirement  party  shed  tears,  I had  a smile 
on  my  face.  1 have  to  admit  that  it  was  bittersweet  and  I knew  that  there  were  rela- 
tionships and  friendships  that  I would  sorely  miss,  but  I also  knew  that  additional 
areas  for  these  would  open  up  in  this  latest  phase  of  my  life. 

Four  weeks  ago  I listened  to  my  last  chest,  palpated  my  last  abdomen,  signed  my 
last  form,  talked  to  my  last  insurance  company  representative  and  read  my  last  no- 
tice from  Medicare  explaining  what  they  would  not  pay  for.  Flow  do  I feel?  Great!  I 
have  gotten  up  earlier,  worked  harder  and  felt  better  than  I have  in  years.  I have  not 
had  time  to  reflect  on  the  things  that  I would  miss  if  I were  to  let  myself  think  about 
it.  I may  have  a different  view  in  the  months  to  come,  but  for  now  I think  I did  the 
right  thing  at  the  right  time.  ■ 

Dr.  Kendall  is  a retired  family  practioner  from  Camden.  He  is  a member  of  the 
editorial  board  for  The  Journal. 
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WHAT  WE’VE  DONE  FOR  YOU  LATELY 


Annual  Session 
with  a New  Twist 

By  David  Wroten 


In  this  issue  of  The  Journal,  AMS  members  will  get  their  first  opportunity 
to  register  for  the  124th  Annual  Session  of  the  Arkansas  Medical 
Society.  The  meeting  is  scheduled  for  May  5-6  at  the  Embassy  Suites  in 
Little  Rock. 

Over  the  past  couple  of  years  your  leadership  has  sought  input  and 
comments  on  ways  to  make  the  annual  meeting  more  valuable  to  you. 

The  first  thing  you  will  notice  is  that  all  of  the  business  meetings  of  the 
Society  have  been  rolled  into  one  day.  Members  who  traditionally  have 
attended  only  the  business  meetings  can  do  so  without  taking  up  their 
whole  weekend.  In  the  past,  meetings  of  the  Council  and  House  of  Deb 
egates  have  been  spread  over  two  or  three  days. 

On  the  other  hand,  some  physicians  who  aren’t  that  interested  in  the 
business  meetings,  attend  annual  session  for  the  continuing  medical 
education  programs  and  have  asked  for  more  hours.  This  is  even  more 
important  today  since  the  Arkansas  State  Medical  Board  now  requires 
physicians  to  have  20  hours  of  CME  each  year  to  be  licensed.  To  address 
that  need,  we  have  increased  the  number  of  hours  and  combined  all 
educational  programs  into  one  day. 

The  entire  meeting  has  been  reduced  to  only  two  days,  with  the 
educational  programs  on  Friday  and  the  business  meetings  on  Saturday. 

The  educational  programs  have  been  designed  to  address  cutting-edge 
medical  issues  and  technology,  such  as  gene  therapy  and  the  use  of  the 
Internet  as  a tool  for  delivering  efficient,  high  quality  health  care. 

A common  misconception  of  some  physicians  has  been  that  the  AMS 
annual  meeting  is  mostly  for  elected  delegates.  Hopefully  hy  scheduling  a 
full  day  of  educational  programming,  members  around  the  state  will  be 
more  inclined  to  attend.  You  can  register  just  for  the  educational  programs, 
the  business  meetings  or  both. 

For  fun,  members  and  their  spouses  can  attend  a special  night  at  the 
Arkansas  Repertory  Theatre  featuring  a performance  of  “Blues  in  the 

Night.” 

Whether  you  come  for  one  day  or  both,  please  come.  The  AMS  annual 
meeting  is  an  opportunity  to  spend  time  with  friends,  make  new  friends, 
learn  more  about  your  Society  and  attend  top-notch  CME  programs.  So 
mark  your  calendars  for  the  124th  AMS  Annual  Session  2000  & Beyond, 
May  5-6,  2000,  Embassy  Suites,  Little  Rock.B 

Look  for  the  special  registration  information  included  in  the  center  of  this 
issue  of  The  Journal. 
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Against  All 

Medical  Providers  Keep  Watch 
as  Jockeys  Bet  Their  Health 

on  Winning  Rides  By  Lan ce  Tu rner 

Clutching  their  racing  forms  and  ticket  stubs,  it  might  be  easy  for 

thoroughbred  racing's  casual  observers  to  forget  that  the  possibility  for 
disaster  exists  each  time  a horse  and  rider  trots  onto  the  track. 

Raw  power  accompanies  the  grace  and  majesty  these  animals  carry,  often 
making  them  as  dangerous  as  they  are  beautiful.  It's  a side  of  the  sport  few  in 
the  stands  think  about. 

Chuck  Jones,  director  of  emergency  medical  technicians  at  Oaklawn,  must 
be  aware  of  that.  Jones  has  been  at  Oaklawn  for  12  years.  During  racing 
season,  he  can  be  found  near  the  southwest  corner  of  the  track  atop  a 
concrete  knoll  that  spills  onto  the  apron  of  the  oval. 

There,  he  and  a small  team  of  EMTs  await  any  accident.  Jones'  team 
watches  closely  as  the  horses  thunder  past,  kicking  up  clumps  of  dirt  like 
small,  dark  sparks.  They're  riveted;  their  interest  nailed  down  to  the  track  like  a 
bettor  who's  last  dollar's  on  the  table.  But  Jones  and  his  EMTs  aren't  at 
Oaklawn  to  play  the  ponies,  though  they  would  never  debate  the  value  of 
what's  at  stake. 

At  a Moment’s  Notice 

Jones  was  not  new  to  the  horse  racing  scene.  He  used  to  come  to  the 
track  with  his  father  when  he  was  a child.  He  says  he  likes  the  pretty  sunrise 
and  the  calm  of  the  track  in  the  morning.  He  says  he  likes  to  watch  the  horses, 
which  often  hit  the  track  with  their  trainers  about  15  minutes  before  dawn  for  a 
misty  morning  run. 

It  is  during  these  mornings  however,  that  Jones  says  most  of  the  spills  — 
accidents  involving  horse  and  rider  - occur.  The  horses  are  fresh  in  the 
morning,  just  getting  out  for  a first  stretch  of  the  legs.  And  a blanket  of 
morning  fog  might  drape  on  the  trees  and  across  the  track,  limiting  visibility. 
Even  at  5:30  am,  still  groggy  from  sleep  or  a shift  on  duty  for  the  local 
ambulance  service,  the  EMTs  must  be  alert. 

This  season,  Jones  says,  they've  had  about  10  spills  on  the  track. 

“This  year's  been  a little  better  than  usual,"  he  says. 

Not  all  the  spills,  of  course,  demand  a trip  to  the  emergency  room.  But 
Jones  says  the  EMTs  often  make  about  100-130  trips  a season.  This  year, 
however,  the  Oaklawn  racing  season  is  shorter  - 52  days.  Jones  says  he 
expects  to  make  about  100  runs  to  St.  Joseph's  Regional  Health  Center  in  Hot 
Springs. 

Also  on  hand  at  Oaklawn  is  the  track's  director  of  security,  Charlie  Evans. 


Odds 


Once  a race  is 
underway  at 
Oaklawn,  an 
ambulance  is 
ready  to  go  out  on 
the  track  at  a 
moment's  notice. 
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The  EMTs,  he  says,  operate  as  part  of  his  security  team. 
And  Evans'  security  officers,  in  turn,  help  alert  EMTs  to 
medical  emergencies.  Along  with  the  EMTs  and  security 
officers,  Arkansas  Medical  Society  member  Dr.  John  Hag- 
gard, a retired  gynecologist,  mans  the  first  aid  room,  where 
he  treats  sick  or  injured  spectators. 

Three  volunteer  firefighters  are  part  of  Jones'  team. 
They  use  the  work  at  Oaklawn  to  help  them  maintain  their 
EMT  skills.  Others  on  the  team  are  from  the  Hot  Springs 
National  Park  or  St.  Joseph's  Regional  Health  Center. 


Ready  to  Roll 

Near  the  track,  one  ambulance,  licensed  for  trans- 
port, is  ready  to  roll  at  a moment's  notice.  It's  only  about 
a three-minute  drive  from  the  apron  of  the  track.  During 
the  races,  two  EMTs  man  the  ambulance,  ready  to  cruise 
onto  the  track  at  the  sight  of  a jockey  down,  a radio  call 
from  a sharped-eyed  steward  or  the  sounding  of  an 
alarm,  which  alerts  EMTs  to  trouble  during  morning 
trainings.  Jones  says  on  the  first  Saturday  of  racing,  his 
crew  hit  the  track  three  times. 
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But  it  helps  that  the  jockeys  are  pre- 
pared for  accidents,  Jones  says.  These 
riders  are,  after  all,  professionals  who 
take  their  sport,  and  their  safety,  seri- 
ously. In  addition  to  the  traditional  hel- 
mets, the  jockeys  are  equipped  with 
breastplate-like  devices  called  flat  jack- 
ets. Like  football  players,  the  jockeys  are 
protected  from  most  trauma  by  the  pad- 
ding the  equipment  provides.  Worn  un- 
der the  loud  colors  of  their  silk  jerseys, 
the  flat  jackets  protect  the  jockeys  from 
broken  ribs  and  other  serious  injuries. 
Often,  jockeys  walk  away  from  spills  with 
only  a few  cuts  and  bruises  thanks  to 
the  flat  jackets,  Jones  says.  The  jackets 
are  made  of  a honeycomb-type  padding, 
which  absorbs  and  evenly  distributes  the 
shock  of  the  trauma  throughout  the 
jockey's  torso.  If  a horse  kicks  a jockey, 
Jones  says,  the  jacket  "spreads  out  the 
actual  thrust  of  the  kick." 

The  number  and  severity  of  spills  of- 
ten depends  on  the  weather  and  the  con- 
dition of  the  track,  Jones  says.  The  jock- 
eys are  aware  of  that,  and  some  might  not 
wish  to  ride  if  the  track  is  wet  and  muddy, 
which  could  cause  horses  to  slip.  But  when 
injuries  are  serious,  they  often  involve  the 
legs,  collarbone  or  neck.  Jockeys  also  can 
be  in  danger  of  horses  spooked  by  shad- 
ows, causing  them  to  fall,  roll  end-over- 
end or  trample  the  riders. 

Evans  says  jockeys  are  clear  on  what 
they  must  do  to  protect  themselves  dur- 
ing a spill. 

"When  they  hit  the  ground  they 
know:  Don't  move,"  he  says.  Jockeys  are 
well  aware  of  the  dangers  spinal  cord 
and  neck  injuries  pose.  A wrong  move 
without  medical  assistance  after  a hard 
fall  could  leave  a jockey  paralyzed.  But 
when  they  fall  in  the  path  of  other  thor- 
oughbreds, jockeys  know  to  roll  to  the 
inside  of  the  track  to  avoid  being 
trampled,  Evans  says. 

Injured  Egos 

Once  EMTs  reach  a jockey  down  on 
the  track,  Jones  says  the  emotions  can 
be  mixed.  A look  at  the  payoffs  the 


Oaklawn  EMT  Ryan  Hamilton  has  to  stay 
alert  at  all  times ; an  accident  involving  a 
jockey  can  happen  at  any  time. 

horses  bring  and  the  investment  they 
represent  to  their  owners  will  illustrate 
to  anyone  that  there's  more  at  stake  at 
Oaklawn  than  a simple  win. 

Jockeys  are  tough  competitors, 
Jones  says,  as  stubborn  as  any  football 
player.  "These  jockeys  are  notorious  for 
not  going  to  the  hospital,"  Evans  says. 

"They  don't  like  seeing  us  come  up," 
Jones  says.  "We're  like  the  kiss  of  death 
for  them." 

For  that  reason,  the  EMTs  like  to  get 
to  know  the  jockeys  as  well  as  possible. 
Building  camaraderie,  trust  and  respect 
is  important,  he  says.  Such  personal  re- 
lationships help  make  the  EMTs'  job  of 
treating  jockeys  easier. 

Even  little  details,  like  having  new,  up- 
to-date  equipment,  also  helps  build  re- 
lationships between  the  athletes  and 


medical  personnel,  Jones  says.  For  ex- 
ample, the  EMTs  recently  received  a new 
ambulance,  which  replaces  the  two  older 
models  from  1970  and  1972. 

Jones  says  that  helps  the  atmosphere 
when  dealing  with  the  jockeys,  who  are 
reassured  by  the  new  equipment  and  feel 
they  are  in  good  hands.  Because  every 
track  has  different  safety  practices  (at 
some  tracks,  the  EMTs  will  follow  the 
horses  on  the  track  as  they  run  the  race, 
Jones  says),  it's  important  that  the  jock- 
eys are  confident  about  the  medical  help 
they  receive,  he  says. 

Spectator  Sport 

But  jockeys  aren't  the  only  people 
the  EMTs  are  watching  out  for.  Everyone 
from  race  fans  to  assistant  starters  are 
possible  emergency  cases.  Jones  tells 
a harrowing  story  of  one  man  who  got 
caught  in  an  uncomfortable  - and  dan- 
gerous - situation. 

The  man,  an  assistant  starter,  was 
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Jockeys  are  well  aware  of  the  dangers 
spinal  cord  and  neck  injuries  pose.  A wrong 
move  without  medical  assistance  after  a hard 
fall  could  leave  a jockey  paralyzed. 


charged  with  helping  the  horses  and 
jockeys  in  the  gate  before  beginning  the 
race.  While  inside  the  gate  with  the  horse 
and  rider,  the  horse  became  nervous, 
turned  around  and  flipped.  The  assistant 
starter  was  trapped  between  the  horse 
and  the  gate.  The  EMTs  and  other  assis- 
tants had  to  respond  quickly  to  pull  the 
man  to  safety. 

Thus,  Jones  says,  it's  important  the 
the  EMTs  work  well  with  everyone  in- 
volved in  the  behind-the-scenes  work  at 
the  track. 

The  good  working  relationship 
among  track  personnel  (including  se- 
curity officers  and  Dr.  Haggard)  helps 
EMTs  be  prepared  to  handle  most  of 
the  emergencies  at  the  track.  Jones 
says  he  works  with  Evans'  security  staff 
on  learning  to  transport  victims  and 
handle  basic  emergency  procedures. 
Jones  says  that  it  helps  the  security  staff 
feel  more  comfortable  in  helping  the 
emergency  personnel. 


Thus,  Jones  says,  Oaklawn  person- 
nel are  prepared  to  deal  with  most  prob- 
lems, including  those  in  the  stands  and 
near  the  betting  windows.  Inside  the 
building  on  the  weekends,  one  EMT 
might  be  available.  That  person,  of 
course,  must  watch  15,000-20,000 
people.  Again,  Jones  says,  the  EMTs 
must  cooperate  with  others  at  the  track 
to  help  those  in  need.  Security  guards 
are  often  the  first  to  reach  someone  in 
an  emergency  situation. 

Evans  says  the  track  often  sees  two 
to  three  heart  attacks  per  year.  But  he 


boasts  that  the  heart  attack  victim  is 
probably  safer  at  Oaklawn  than  he  might 
be  at  home.  With  EMTs  nearby,  Jones 
says  race  fans  can  count  on  a quick  re- 
sponse - no  more  than  three  minutes. 
And  it's  only  another  three  minutes  to 
the  nearest  hospital,  he  says. 

During  the  off-season,  when  the 
track  is  taking  bets  for  simulcast  racing, 
security  guards  must  rely  on  911  to 
handle  emergency  cases. 

But  Jones  says  that  whenever  a 
horse  is  on  the  track,  his  team  is  always 
on  the  lookout.  O 
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Meet  Our  Members 

Hugh  Jackson,  MD 


By  Patricia  May 


Dr.  Hugh  Jackson  describes  himself  and  his  two 
partners  as  “weirdos,”  hut  he  means  no  insult  by 
that. 

Dr.  Jackson,  who  practices  in  Fort  Smith, 
believes  his  area  of  specialty,  family  practice,  should 
include  people  at  every  stage  of  life,  from  cradle  to 
grave. 

“Not  to  do  obstetrics  and  pediatrics  in  your 
family  practice,  to  me,  that’s  not  really 
my  idea  of  what  family  practice  is,” 

Dr.  Jackson  says.  His  view  that 
family  practice  should  be  a 
comprehensive  practice  is 
shared  by  his  partners  and 
one  that  sets  the  trio  apart 
from  many  of  today’s  modern 
family  practitioners. 

But  then,  Dr.  Jackson’s 
been  a bit  nontraditional  since 
first  embarking  on  a 
medical  career. 

A native  of 
Texarkana, 

Texas, 
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he  says  he  wanted  a career  in  the  health  industry  but 
he  wasn’t  sure  in  what  capacity.  While  Lori  — his 
high  school  sweetheart  who  later  became  his  wife  — 
studied  for  a degree  in  teaching,  Dr.  Jackson  got  an 
associate’s  degree  in  nursing  and  then  went  to  work 
as  a nurse. 

Dr.  Jackson  continued  to  work  as  a nurse  while 
completing  his  undergraduate  degree  (a  major  in 
biology  and  a minor  in  chemistry)  at  the  University  of 
Arkansas  at  Little  Rock  and  up  through  his  junior  year 
of  medical  school  at  UAMS. 

It  was  a move,  he  believes,  that  was  beneficial. 
“I’m  grateful  for  my  years  in  nursing,”  Dr. 
Jackson  says,  noting  that  he  worked  at  Little 
Rock’s  St.  Vincent’s  Infirmary  Medical  Center, 
Doctors’  Hospital  and  UAMS  Medical  Center. 
Dr.  Jackson’s  first  choice  for  his  residency 
training  was  with  AHEC  in  Fort  Smith,  where 
the  family  practice  program  offers  comprehensive 
care  training  with  a particular  emphasis  on 

obstetrics.  As  he  neared  the  end  of  his 
residency,  however,  he  found  that 
his  ideas  about  family  practice 
didn’t  mesh  with  those  of 
physicians  who  were  already 
practicing. 

“I  was  talking  to  physicians 
T’|  with  established  practices 

5 and  they  all  seemed  to  be 

lacking  in  what  my  expec- 
tations  were,”  he  says. 
That’s  fine  for  those 
c ■ i physicians  and  their 

patients,  Dr.  Jackson  says, 

» but  it  wasn’t  what  he 

wanted.  Still  in  quest  of  a 
womb'tO'tomb  practice 
t where  he  could  build 
long-term  relationships 
with  his  patients,  Dr. 
Jackson  began  to  explore 
the  idea  of  establishing 
his  own  independent 
practice.  He  talked  to  his 


fellow  residents  to  see  whether  any  of  them  shared  his 
phdosophy. 

Most  planned  to  join  already  established  pram 
tices,  but  one  fellow  resident,  Dr.  Vikki  Sutterfield, 
did  share  Dr.  Jackson’s  views  about  patient  care. 

Two  other  residents  suggested  he  talk  with  Dr. 

Jeff  Floyd,  who,  like  Dr.  Jackson,  was  chief  resident 
of  his  hospital.  The  two  men  met  at  a Salt  Lake 
City,  Utah,  conference  and  hit  it  off  immediately. 

“We  just  shared  so  many  of  the  same  ideas,”  Dr. 
Jackson  says.  “He  had  many  of  the  same  ideas  I 
did.” 

The  trio  began  talking  about  practicing  to- 
gether.  Dr.  Jackson  tapped  his  contacts  in  town  to 
find  support  staff  and,  with  initial  financial  support 
from  Sparks  Medical  Foundation,  the  three  new 
doctors  opened  the  doors  of  their  office,  Primary 
Care  Associates,  last  July,  just  after  finishing  their 
medical  training. 

“We’re  brand  spanking  new,”  Dr.  Jackson  says. 
“We’re  all  green  as  can  be  and  we’re  glad  of  it,”  he 
adds,  referring  to  the  idealistic  goals  the  three 
share. 

But  the  caseloads  are  building,  and  each  of  the 
three  doctors  sees,  on  average,  20  to  25  patients  a 


day,  a healthy  level  for  physicians  at  this  early  stage 
of  their  careers,  he  adds. 

“We’re  very  pleased  where  we  are  right  now,”  Dr. 
Jackson  says.  In  addition  to  doing  obstetrics  as  part 
of  family  care,  Dr.  Jackson  does  endoscopies  — and 
his  partners  will  also  soon.  The  three  physicians 
have  nursery  care  privileges  at  Sparks  Medical 
Center. 

Dr.  Jackson  and  his  partners  also  are  interested  in 
taking  active  roles  in  the  Arkansas  Medical  Society 
and  community  groups  because  they  believe  their 
patients  will  benefit  from  their  involvement. 

Dr.  Jackson’s  been  nominated  as  a delegate  to  the 
Arkansas  Medical  Society,  and  he  believes  the 
nomination  alone  is  a great  honor. 

“I’m  privileged  and  lucky”  to  have  been  nomi- 
nated, he  says. 

Dr.  Jackson,  who  still  has  hopes  of  someday  practim 
ing  independently  rather  than  under  contractual 
agreement,  also  wants  to  be  active  on  a national  level. 

Health  care,  he  says,  “is  really  in  a state  of  crisis.” 
It’s  a topic  that’s  been  too  politicized,  he  notes,  and 
action,  not  just  talk,  is  needed. 

Dr.  Jackson  and  his  wife,  Lori,  have  two  daugh- 
ters, Lauren,  9 and  Abby,  1.  H 
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LOSS  PREVENTION 


The  patient 
was  admitted 
to  the 
hospital, 
where  a 
bronchoscopy 
showed  no 
intrabronchial 
lesions.  The 
upper  lobe  of 
the  right  lung 
was  resected, 
with  the 
adjacent 
pleura  and 
the  attached 
portions  of 
the  second 
and  third  ribs. 
Two  normal 
appearing 
lymph  nodes 
were 
removed. 


Inattentive  to  Essential  Details 


J.  Kelley  Avery,  MD 

A 46'year'old  construction  estimating 
project  manager  reported  to  his  family  doc- 
tor complaining  of  pains  in  his  legs  and 
knees  for  a month.  Some  swelling  had  be- 
gun to  occur  about  10  days  before  this  visit, 
and  he  had  developed  some  pain  in  both 
calves.  He  had  continued  to  work,  perform- 
ing his  duties  as  usual  even  with  the  pain. 
He  noted  that  the  swelling  would  go  away 
at  night.  He  had  high  blood  pressure,  for 
which  he  was  taking  a beta  blocker. 

The  physical  examination  was  reported 
as  “negative”  except  for  some  tenderness  in 
both  legs  and  some  minimal  swelling  in  his 
ankles.  He  refused  a “prostate  check.”  A 
“rheumatoid  profile,”  complete  blood  count 
and  a chest  X-ray  were  ordered,  Indocin  was 
prescribed,  with  Tranxene  15  mg  three 
times  a day.  A week  later  he  came  to  the 
physician’s  office  for  a blood  test.  No  tests 
or  results  of  any  appeared  in  his  chart. 

Two  months  after  his  initial  visit  he  re- 
quested a refill  of  his  “pain  medicine,”  pre- 
sumably Indocin.  A week  later  he  reported 
to  his  physician  with  pain  “under  the  right 
axilla.”  There  was  no  documentation  of 
physical  findings,  but  the  diagnosis  recorded 
was  “degenerative  arthritis  and  anxiety.” 
The  same  medications  were  continued,  and 
no  appointment  for  return  was  recorded.  Be- 
tween this  visit  and  his  visit  to  another  doc- 
tor 14  months  later,  the  patient  had  re- 
quested and  received  seven  refills  of  his 
tranquilizer  and  Indocin. 

There  was  an  entry  in  the  medical 
record  that  the  patient  was  to  be  seen  be- 
fore any  more  refills  were  authorized. 

Two  weeks  later  he  presented  to  the 
doctor’s  office  for  a physical  examination 
“under  his  plan.” 

The  patient  was  given  his  previous  chest 
X-ray  and  the  finding  of  a “place  on  the 
film”  was  “discussed  in  detail"  with  him,  and 
a consultation  was  arranged  by  the  attend- 
ing physician.  At  the  initial  visit  the  con- 


sultant took  a thorough  history  in  which 
the  joint  pains  were  recorded  and  the  state- 
ment was  made,  “Indocin  with  superb  re- 
sults.” The  pain  in  the  upper  right  chest 
was  documented  as  having  begun  about  a 
year  previously,  and  while  the  medication 
seemed  to  help  for  a while,  lately  it  had 
not  seemed  to  be  as  effective.  The  pain 
seemed  to  have  no  relationship  to  move- 
ment or  position. 

He  was  a one-and-a-half-pack  per  day 
smoker  without  significant  sputum  produc- 
tion, and  he  had  no  shortness  of  breath  or 
chest  pain  even  on  hard  physical  exertion. 
History  revealed  no  surgical  procedures 
and  only  one  hospital  admission  for  hyper- 
tension 20  years  before.  This  was  attrib- 
uted to  job  stress.  There  was  a family  his- 
tory of  tuberculosis,  cancer,  hypertension 
and  arteriosclerotic  heart  disease. 

Physical  examination  revealed  some 
signs  of  degenerative  joint  disease,  and  a 
reduction  of  breath  sounds  was  noted  in 
the  right  upper  supraclavicular  area.  The 
chest  X-ray  revealed  an  “infiltrative  pro- 
cess in  the  right  upper  lobe,”  which  seemed 
to  involve  the  adjacent  pleura.  The  pain 
in  the  area  had  become  somewhat  pleuritic 
but  was  still  not  affected  by  position.  The 
history  of  arthritis  was  noted,  and  that  the 
previous  physician  had  ordered  an  anti- 
body test  for  rheumatoid  arthritis,  which 
was  reported  positive. 

A CT  of  the  chest  showed  a 
noncalcified  mass  in  the  right  upper  lung 
field,  with  involvement  of  the  chest  wall. 
A biopsy  showed  adenocarcinoma  of  the 
lung,  but  a bone  scan  showed  no  me- 
tastases. 

The  patient  was  admitted  to  the  hos- 
pital, where  a bronchoscopy  showed  no 
intrabronchial  lesions.  The  upper  lobe  of 
the  right  lung  was  resected,  with  the  adja- 
cent pleura  and  the  attached  portions  of 
the  second  and  third  ribs.  Two  normal  ap- 


372  • The  Journal 


Volume  96 


pearing  lymph  nodes  were  removed. 
The  pathologic  diagnosis  was  ad- 
enocarcinoma,  without  involve- 
ment of  the  ribs  or  lymph  nodes. 
The  postoperative  course  in  the 
hospital  was  uneventful,  and  he  was 
discharged  five  days  after  surgery. 

Within  two  weeks  of  the 
patient’s  discharge  from  the  hospi- 
tal, a medical  oncologist  discussed 
in  detail  the  options  they  faced  in 
his  further  treatment  using  chemo- 
therapy and  radiation.  The  patient 
refused  chemotherapy,  but  when 
some  hope  was  held  out  for  radia- 
tion therapy,  the  patient  was  seen 
by  a radiation  oncologist.  Although 
the  prognosis  for  this  modality  of 
treatment  was  described  as  poor,  all 
the  physicians  involved,  as  well  as 
the  patient  himself,  decided  it  was 
the  best  choice. 

The  patient  was  seen  regularly 
by  his  medical  oncologist  during 
the  course  of  radiation  treatments. 
He  seemed  to  do  well,  and  com- 
pleted all  the  recommended  treat- 
ments, and  there  was  genuine  sur- 
prise on  the  part  of  the  physicians 
at  how  well  he  did.  At  six  months 
after  surgery  the  physical  examina- 
tion was  negative  for  any  progres- 
sion of  his  disease,  and  MRI  showed 
no  evidence  of  metastasis.  At  a 
year,  the  medical  oncologist  made 
mention  of  only  some  bronchitis, 
which  he  believed  was  due  to  the 
radiation.  He  remained  disease- 
free  during  follow-up. 

A lawsuit  was  filed  charging  the 
primary  care  physician  with  negli- 
gence in  failing  to  diagnose  the  lung 
cancer  and  initiate  treatment  in  a 
timely  manner.  All  the  reviewers  of 
this  case  agreed  that  on  the  chest 
X-ray  taken  in  the  office  of  the  fam- 
ily doctor,  an  abnormality  should 
have  been  suspected,  which  should 
have  resulted  in  earlier  diagnosis 
and  treatment.  The  plaintiff  con- 
tended that  the  delay  resulted  in 
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some  loss  of  chance  for  a more  fa- 
vorable outcome. 

Loss  Prevention 
Comments 

The  old  adage  that,  “If  it  was 
not  documented,  it  was  not  done” 
almost  always  remains  the  rule 
when  litigation  occurs.  Document- 
ing details  seems  much  more  of  a 
chore  than  it  really  is.  When  no 
comment  appears  in  the  record  of 
the  chest  X-ray  that  was  initially 


Documenting  details 
seems  much  more  of 
a chore  than  it  really 
is.  When  no  comment 
appears  in  the  record 
of  the  chest  X-ray  that 
was  initially  taken, 
one  wonders  whether 
the  physician  looked 
at  it  at  all. 

taken,  one  wonders  whether  the 
physician  looked  at  it  at  all.  He 
seemed  to  readily  pick  up  some  ab- 
normality after  the  patient  had  re- 
turned for  the  physical  “under  his 
plan.”  At  this  point  he  contacted 
the  consultant,  gave  the  patient  the 
film  and  they  “discussed  in  detail 
the  diagnosis.”  At  this  point,  he 
obviously  looked  at  the  film  more 
carefully.  While  questions  cannot 
he  definitively  answered,  they  are 
easy  to  raise  and  do  put  the  physi- 
cian in  a bad  light.  The  X-ray  was 
taken  18  months  before  the  patient 
saw  the  consultant. 

The  failure  to  document  his  im- 
pression of  the  X-ray  initially  was 
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not  the  only  documentation  prob- 
lem  faced  by  the  attending  physi- 
cian. There  was  an  entry  in  the 
record  on  seven  occasions  showing 
the  refill  of  medications  without  any 
suggestion  that  follow-up  was  en- 
couraged. After  refilling  the  medi- 
cations for  18  months,  the  note  ap- 
pears, “OK,  see  before  more.”  The 
supervision  of  medication  by  the 
prescribing  physician  is  an  impor- 
tant part  of  any  treatment  plan. 

Indocin,  for  example,  can  pro- 
duce serious  side  effects,  most  com- 
monly relating  to  the  gastr- 
ointestinal tract.  Ulcerations  and 
bleeding  can  and  do  occur.  Patients 
should  be  watched  for  occult  gas- 
trointestinal bleeding.  Tranxene, 
while  a mild  tranquilizer,  is  a mood- 
altering  drug  and  can  he  associated 
with  habituation/addiction.  The 
absence  of  documentation  that  care 
is  being  taken  to  protect  patients 
from  the  undesirable  side  effects  of 
the  medications  we  prescribe  helps 
the  plaintiff  paint  the  picture  of  a 
physician  who  is  sloppy  and  uncar- 
ing in  his  approach  to  his  patients, 
whether  that  is  true. 

While  the  lapse  of  18  months 
during  which  the  diagnosis  of  can- 
cer of  the  lung  was  delayed  is  prob- 
ably not  ultimately  of  significance 
in  the  usual  case  of  this  type,  no  ex- 
pert could  or  would  say  that  such  a 
delay  was  not  important. 

For  all  these  reasons,  trial  was  con- 
sidered out  of  the  question.  The  case 
was  settled  for  a six-figure  amount.  ■ 

The  case  of  the  month  is  taken  from 
actual  Tennessee  closed  claims.  An  at - 
tempt  is  made  to  fictionalize  the  mate' 
rial  in  order  to  make  it  less  easy  to  idem 
tify.  Dr.  Avery  is  a member  of  the  Loss 
Prevention  Committee,  State  Volunteer 
Mutual  Insurance  Co.,  Brentwood, 
Term.  This  article  appeared  in  the  April 
1999  issue  of  Tennessee  Medicine.  It 
is  reprinted  with  permission. 
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STATE 


HEALTH 

WATCH 


f Influenza  Summary  Update 


Influenza  Activity 

(Week  of  Jan  9-15,  2000) 


During  Week  2 (Jan,  9-15),  21%  of  specimens  tested  by 
WHO  and  NREVSS  labs  for  influenza  were  positive.  State 
and  territorial  epidemiologists  from  30  states  reported  wide- 
spread influenza  activity  (Alabama,  Arizona,  Arkansas,  Colo- 
rado, Delaware,  Idaho,  Illinois,  Indiana,  Iowa,  Louisiana,  Mas- 
sachusetts, Michigan,  Minnesota,  Mississippi,  Missouri,  Ne- 
braska, New  Hampshire,  New  Jersey,  New  York,  North  Caro- 
lina, Ohio,  Pennsylvania,  Rhode  Island,  South  Dakota,  Tennes- 
see, Texas,  Utah,  Vermont,  Virginia  and  Washington)  and  12  states 
reported  regional  activity  (Connecticut,  Florida,  Georgia,  Hawaii,  Kan- 
sas, Kentucky,  Maine,  Maryland,  Montana,  New  Mexico,  Oklahoma  and 
West  Virginia). 

The  proportion  of  patient  visits  to  sentinel  physicians  for  influenza- 
like illness  was  4%  overall  in  the  United  States,  exceeding  baseline  levels 
of  0%-3%,  and  were  above  the  baseline  in  six  of  nine  surveillance  regions. 


oO 

Widespread  influenza  activity 

HAWAII  | J 

Regional  influenza  activity 

The  proportion  of  deaths  attributed  to  pneu- 
monia and  influenza  was  10.5%.  This  percent- 
age is  above  the  epidemic  threshold  for  Week 
2 and  is  unusually  high. 

During  Week  2,  the  laboratories  tested 
2,089  specimens  for  influenza  viruses  and  449 
(21%)  were  positive.  One  hundred  twenty-two 
were  influenza  A (H3N2)  viruses,  318  were 
unsubtyped  influenza  A viruses  and  nine  were 
influenza  type  B. 

From  Oct.  3-Jan.  15,  41,034  respiratory 
specimens  were  tested  for  influenza  viruses,  and 
7,361  (18%)  were  positive.  Of  the  positive  re- 
sults, 7,338  (99.7%)  were  influenza  type  A and 
23  (0.3%)  were  influenza  type  B.  Of  the  7,338 
influenza  A viruses,  1,665  (23%)  have  been 
subtyped  and  1,659  (99.6%)  were  A (H3N2) 
and  6 (0.4%)  were  A (H1N1). 

Arkansas  has  eight  counties  (Crittenden, 
Lawrence,  Lee,  Mississippi,  Monroe,  Newton, 
Stone  and  Yell)  that  have  no  reported  influ- 
enza activity. 

Of  the  reported  influenza  cases  that  were 
either  direct  antigen  positive  or  culture  con- 
firmed, 770  have  been  type  A and  five  type  B 
(Faulkner,  Garland,  Ouachita  and  Washing- 
ton counties).  ■ 


Reported  Cases  of  Selected  Diseases  in  Arkansas 
Profile  for  December  1999  (year-end) 

The  three-month  delay  in  the  disease  profile  for  a given  month  is  designed  to 
minimize  any  changes  that  may  occur  due  to  the  effects  of  late  reporting.  The 
numbers  in  the  table  below  reflect  the  actual  disease  onset  date,  if  known,  rather 
than  the  date  the  disease  was  reported. 

Disease  Name 

Total  Reported 
Cases  1999* 

Total  Reported 
Cases  1998 

Total  Reported 
Cases  1997 

Campylobacteriosis 

164 

179 

175 

Giardiasis 

149 

168 

220 

Salmonellosis 

679 

616 

445 

Shigellosis 

75 

211 

273 

Hepatitis  A 

76 

82 

223 

Hepatitis  B 

76 

115 

106 

Hepatitis  C 

8 

10 

5 

Meningococcal  Infections 

35 

31 

38 

Viral/Aseptic  Meningitis 

46 

77 

26 

Ehrlichiosis 

21 

14 

22 

Lyme  Disease 

7 

8 

27 

Rocky  Mountain  Spotted  Fever  23 

23 

31 

Tularemia 

17 

26 

24 

Measles 

5 

0 

0 

Mumps 

0 

13 

3 

Chlamydia 

5,937 

4,127 

2,554 

Gonorrhea 

3,268 

3,962 

4,388 

Syphilis 

213 

293 

396 

Pertussis 

20 

93 

60 

Tuberculosis 

177 

171 

200 

* 1999  data  are  provisional  as  of  1/24/00 

For  a complete  list  of  reportable  diseases  in  Arkansas,  call  the  Arkansas  Department  of 

Health,  Division  of  Epidemiology,  at  (501)  661-2893  during  normal  business  hours. 
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Raising  HDL-C  to  Prevent 
Atherosclerotic  Events 

Mark  C.  Granberry,  Pharm.  D.  — Eugene  S.  Smith  III,  MD  — J.  David  Talley,  MD 


Epidemiologic  studies  demonstrate  that 
serum  high-density  lipoprotein  cholesterol 
(HDL-C)  concentrations  are  inversely 
proportional  to  an  individual’s  risk  for 
atherosclerosis.'  Based  on  these  observations , 
the  National  Cholesterol  Treatment  Program 
Adult  Treatment  Panel  11  identified  low 
HDL-C  concentrations  (<  35  mgjdL)  as  a 
major  risk  factor  for  coronary  heart  disease 
(CHD).2  While  this  relationship  is  well 
documented,  the  question  remained  as  to 
whether  interventions  that  raise  a patient’s  low 
HDL-C  lower  the  risk  for  myocardial 
infarction  and  other  atherosclerotic  events . 

Patient  Presentation 

History:  A 5 3 'year-old  morbidly 
obese  male  presented  to  the  hospital  with 
a chief  complaint  of  sub-sternal  chest 
discomfort.  He  was  known  to  have 
coronary  artery  disease  and  had  a 
myocardial  infarction  with  coronary  artery 
bypass  grafting  four  years  previous. 
Additional  diagnoses  were  systemic 
arterial  hypertension,  type  2 diabetes 
mellitus,  hypothyroidism  and  osteoarth- 
ritis (see  complete  Problem  List,  Table  1 ). 

Upon  admission  he  was  initiated  on 
his  home  medications  which  consisted  of 
aspirin  325  mg  daily,  metoprolol  25  mg 
twice  daily,  lisinopril  20  mg  daily, 
isosorbide  dinitrate  20  mg  3 times  daily, 
metformin  1,000  mg  twice  daily  (held  in 
anticipation  of  heart  catheterization), 
glipizide  10  mg  twice  daily  and 
levothyroxine  100  meg  daily.  In  addition, 
a heparin  infusion  was  begun. 

Physical  Examination:  On  hospital 
admission,  his  pulse  was  98  beats/minute, 
blood  pressure  was  118/78  mm  Hg.  His 


heart  rate  was  regular  without  murmurs, 
rubs  or  gallops. 

Hospital  Course:  A fasting  lipid  profile 
showed  a total  cholesterol  of  128  mg/dL, 
triglycerides  of 25  7 mg/dL,  HDL-C  of  25  mg/ 
dL,  and  low-density  lipoprotein  cholesterol 
(LDL-C)  of  52  mg/dL.  The  patient 
underwent  cardiac  catheterization  which 
revealed  the  following  coronary  artery 
lesions:  left  main,  40%  distal;  left 
circumflex,  90%  mid;  left  anterior 
descending,  40%  distal;  and  right  coronary, 
total  distal  (fills  via  left  to  right  collaterals). 
The  saphenous  vein  graft  to  the  ramus  and 
the  internal  mammary  artery  graft  to  left 
anterior  descending  were  patent.  An 
angioplasty  was  performed  on  the  left 
circumflex  lesion. 

The  patient  was  discharged  from  the 
hospital  on  the  medications  he  was  taking 
prior  to  admission  with  the  addition  of 
gemfibrozil  600  mg  to  be  taken  twice  daily. 
He  was  to  be  seen  in  the  cardiology  clinic 
in  six  weeks. 

Discussion 

Lor  patients  with  elevated  serum 
cholesterol,  atherosclerotic  risk  modifi- 
cation should  focus  on  reducing  elevated 
LDL-C.2  Several  clinical  trials  show  that 
reducing  elevated  LDL-C  results  in  lower 
rates  of  myocardial  infarction,  stroke, 
coronary  revascularization  procedures  and 
death. 3,4,5  These  trials  enrolled  hyper- 
cholesterolemic  patients  with  mean  LDL- 
C concentrations  ranging  from  139  mg/dL 
to  188  mg/dL.  However,  “normal”  LDL 
cholesterol  concentrations  are  a frequent 
finding  in  CHD  patients  with  many  of 
these  patients’  primary  lipid  abnormality 


being  a low  HDL-C.  One  study  of  8,500 
patients  with  CAD  found  that  38%  had 
low  HDL-C  (<  35  mg/dL)  while  17%  had 
isolated  low  HDL-C  (HDL-C  < 35  mg/dL 
together  with  LDL-C  <130  mg/dL).6 

Until  recently,  it  was  unknown  if  any 
intervention  targeted  at  raising  low  HDL- 
C concentrations  would  reduce  the 
occurrence  of  myocardial  infarction  or 
other  cardiovascular  events.  Now  the 
results  of  two  intervention  trials,  one 
primary  and  the  other  secondary 
prevention,  provide  needed  infonnation 
to  guide  clinicians  in  their  management 
of  these  patients. 

The  first  trial  supporting  the  benefit 
of  raising  low  HDL-C  levels  comes  from 
the  Air  Lorce/Texas  Coronary 
Atherosclerosis  Prevention  Study 
(ALCAPS/TexCAPS).7  In  this  placebo- 
controlled  trial,  lovastatin  20-40  mg  daily 
was  administered  to  men  and  women 
without  evidence  of  CHD,  low  to  nonnal 
HDL-C  and  slightly  elevated  LDL-C  (see 
table  2 for  average  lipid  concentrations 
before  and  after  treatment). 

By  study  conclusion,  lovastatin  had 
increased  HDL-C  levels  by  6%  and 
lowered  LDL-C  by  25%.  In  this  relatively 
low-risk  population  of  individuals, 
lovastatin  reduced  the  rate  of  first  CHD 
event  (fatal  and  nonfatal  MI,  unstable 
angina,  sudden  cardiac  death)  by  37%, 
however,  overall  mortality  was  similar 
between  treatment  and  placebo  groups. 
Importantly,  benefits  of  therapy  were 
observed  predominately  for  patients  whose 
HDL-C  levels  were  lowest  (<  40  mg/d).8 

More  evidence  comes  from  the 
Veterans  Administration  High-Density 
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Table  1: 

Complete  Problem  List 

1 . Coronary  artery  disease 
Etiology  Atherosclerosis 
Anatomy 

a.  Coronary  artery  bypass  graft 
surgery  x 2,  1995  reverse 
saphenous  vein  graft  to  ramus 
intermedius  left  internal 
thoracic  artery  to  left  anterior 
descending 

b.  Percutaneous  coronary 
intervention,  1999  to  circumflex 

Physiology  Presentation  with 
acute  myocardial  infarction 
Objective  Moderately 
compromised 
Subjective  Moderately 
compromised 

2.  Systemic  arterial  hypertension 

3.  Diabetes  mellitus 

4.  Hypothyroidism 

5.  Osteoarthritis 


Lipoprotein  Cholesterol  Intervention 
Trial  (VA-HIT).9  This  trial  was 
conducted  to  determine  if  raising  HDL- 
C and  lowering  triglyceride  concern 
nations  would  reduce  the  incidence  of 
death  from  coronary  heart  disease  and 
non-fatal  myocardial  infarction  in 
patients  with  known  coronary  heart 
disease.  The  study  was  a double-blind 
comparison  of  gemfibrozil  1 ,200  mg  daily 
versus  placebo  in  men  with  HDL-C  < 40 
mg/dL,  LDL-C  £ 140  mg/dL  and 
triglyceride  of  300  mg/dL  or  less.  The 
median  follow-up  for  2,531  men  was  5.1 
years.  Average  lipid  profile  values,  before 
and  after  gemfibrozil  treatment,  Table  2. 
Gemfibrozil  therapy  increased  HDL-C  by 
6%  and  reduced  nonfatal  MI  and  CHD 
death  by  22%.  All  cause  mortality  was 
similar  between  groups. 

In  both  of  these  studies,  therapy  was 
well  tolerated.  In  VA-HIT,  gemfibrozil 
treated  patients  had  significantly  more 
gastrointestinal  complaints  that  those 
assigned  placebo,  but  compliance  with 
therapy  was  unaffected.  In  AFCAPS/ 
TexCAPS,  there  were  similar  rates  of 
serious  and  minor  adverse  events  in  the 
lovastatin  and  placebo  groups. 

Conclusion 

A significant  number  of  individuals 
at  risk  for  CHD  have,  as  their  primary 


Table  2:  Average  Lipid  Profiles,  Before  and  After  Treatment 
of  Patients  in  VA-HIT  and  AFCAPS/TexCAPS 


VA-HIT  H AFCAPS/TexCAPS 


Before 

After 

Before 

After 

Treatment 

Treatment 

Treatment 

Treatment 

Total  Cholesterol  175 

(mg/dL) 

170 

221 

184 

Triglycerides  (mg/dL)  161 

115 

158 

143 

HDL-C  (mg/dL)  32 

34 

36 

39 

LDL-C  (mg/dL)  111 

113 

150 

115 

HDL-C=  High-density  lipoprotein  cholesterol;  LDL-C=  Low-density  lipoprotein  cholesterol 
VA-HIT  = Veterans  Administration  High-Density  Lipoprotein  Cholesterol  Intervention 
Trial;  AFCAPS/TexCAPS  = Air  Force/Texas  Coronary  Atherosclerosis  Prevention  Study 


lipid  abnormality,  low  levels  of  HDL-C 
without  high  LDL-C  concentrations. 
While  reduction  of  elevated  LDL-C 
remains  the  focus  for  the  prevention  of 
atherosclerotic  events,  for  the  first  time 
studies  have  shown  benefit  for  raising  low 
levels  of  HDL-C.  In  VA-HIT,  gemfibrozil 
reduced  cardiovascular  endpoints  for 
patients  with  low  HDL-C  and  average  or 
below  LDL-C  levels.  The  AFCAPS/ 
TexCAPS  study  showed  similar  benefit 
of  lovastatin  for  patients  with  low  HDL- 
C and  slightly  elevated  LDL-C  levels.  In 
both  of  these  trials,  small  increases 
(approximately  6%)  in  HDL-C 
significantly  reduced  CHD. 

When  appropriate,  avoidance  of 
drugs  that  lower  HDL-C  (e.g.  thiazide 
diuretics,  h-adrenergic  blockers),  diabetes 
control,  and  lifestyle  modifications  such 
as  smoking  cessation,  weight  loss  and 
aerobic  exercise  can  contribute  to  raising 
low  HDL-C  levels.  Evidence  that  drug 
therapy  targeted  at  raising  low  HDL-C 
will  reduce  myocardial  infarction  and 
death  due  to  CHD  is  now  available. 
Therefore,  lipid  modifying  drug  therapies 
should  he  individualized  to  treat  low 
HDL-C  when  it  is  the  predominant  lipid 
abnormality.  ■ 

Dr.  Cranberry  is  with  the  College  of 
Pharmacy,  University  of  Arkansas  for  Medi- 
cal Sciences,  Little  Rock.  Drs.  Smith  and 
Talley  are  from  the  department  of  intemal 
medicine  and  division  of  cardiology , DAMS 
Medical  Center  and  the  John  L.  McClellan 
Memorial  Veterans  Hospital,  Little  Rock. 
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SCIENTIFIC  ARTICLE 


Cholesterol  Treatment 
With  Statins  and/or  Benecol 

By  David  S.  Bachman,  MD 


Cholesterol'lowering  drugs,  “statins,”  truly 
are  medical  breakthrough  agents. 

There  are  no  other  drugs  that  have  the 
ability  to  lower  cholesterol  levels  by  as  much 
as  60  points.  The  drugs  function  as  an  inhibi- 
tor of  HMG-CoA  reductase  — the  rate- 
limiting  enzyme  that  converts  3-hydroxy-3 
methyl-glutaryl-coenzyme  A to  mevalonate,  a 
precursor  of  sterols,  including  cholesterol. 

The  five  brands  on  the  market  (Lipitor, 
Provachol,  Zocar,  Lescal  and  ByCol)  differ  in 
potency  but  act  in  a similar  fashion. 

The  initial  fear  that  these  agents  cause  liver  damage 
has  abated.  Studies  have  shown  abnormal  liver  enzymes 
occur  in  1%  of  patients  using  the  medicine  and  can  be  re- 
versed by  stopping  the  drug  or  sometimes  just  switching 
brands.1 

Several  large  studies  have  been  done.  One  study  dem- 
onstrated that  some  people  exhibited  elevated  liver  enzymes 
when  taking  “dummy”  pills  as  compared  with  statin  users.1 

An  early  question  pondered  by  doctors  — whether 
statins  not  only  lowered  cholesterol  but  also  decreased  risk 
of  heart  attack  — has  been  addressed. 

Several  studies  have  demonstrated  statins  — when 
given  to  people  who  have  had  heart  attack  or  angina  — 
have  shown  the  risk  of  cardiovascular  death  decreased  30% 
after  five  years  of  therapy  and  a 25%  to  33%  lower  risk  of 
heart  attack,  requiring  bypass  surgery  or  angioplasty.2,3 

It  is  anticipated  statin  use  will  be  broadened  when  the 
National  Cholesterol  Education  Program  meets  this  year. 

This  program,  administered  by  the  National  Heart, 
Lung  and  Blood  Institute,  has  listed  the  following  risk  fac- 
tors for  for  CHD: 

• Male  over  age  45; 

• Female  age  55  or  older,  or  premature  menopause  with 
out  estrogen  replacement  therapy; 

• Family  history  of  premature  CHD  (definite  myocar- 
dial infarction  or  sudden  death  before  age  55); 

• In  first-degree  male  relative  or  before  age  65; 
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• In  first-degree  female  relative; 

• Current  cigarette  smoker; 

• Hypertension  (blood  pressure  over  140/90  mmHg  or 
on  antihypertensive  medication; 

• Low  HDL  cholesterol  (<35  mg/dl). 

Since  1993,  that  panel  recommended  all  heart  attack 
patients  be  placed  on  a statin  if  their  cholesterol  level  was 
mildly  elevated.  Most  doctors  now  have  all  heart  attack 
patients  on  a statin  — no  matter  the  level  of  cholesterol. 
An  important  question:  When  should  a healthy  person  be 
on  statins? 

A recent  study  of  6,000  healthy  middle-aged  men  and 
women  with  mildly  elevated  cholesterol  levels  (above  220) 
revealed  statin  use  decreased  their  chance  of  first-time  heart 
attack  by  one  third.1,4 

LDL  levels  also  are  being  evaluated  — present  guide- 
lines call  for  drug  use  when  LDL  level  is  over  160.  Many 
feel  that  the  level  should  be  no  higher  than  100.  Anyone 
above  this  level  should  be  on  a statin.4 

The  NIH  Cholesterol  Education  Program,  adminis- 
tered by  the  National  Heart,  Lung  and  Blood  Institute,  has 
revised  its  guidelines  regarding  when  to  start  statins. 

Risk  factors  for  CHD  other  than  LDL  cholesterol: 

• Cigarette  smoking; 

• Hypertension  (over  140/90)  HDL  below  35mg/dl; 

• Male  over  age  45; 

• Female  over  age  65; 
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• Family  history  of  premature  heart  disease; 

• Premature  menopause  without  estrogen 

replacement  therapy. 

For  individuals  with  no  coronary  heart  dis- 
ease and  fewer  than  two  risk  factors,  drug 
therapy  should  be  initiated  at  LDL  levels  of  190 
mg/dl  after  at  least  six  months  of  diet  and  ex- 
ercise. The  goal  is  to  lower  LDL  to  160  mg/dl. 

For  individuals  with  no  coronary  heart  dis- 
ease but  with  two  or  more  risk  factors  and  LDL 
160  mg/dl,  drug  therapy,  after  six  months  of 
diet  and  exercise,  should  be  started  and  LDL 
be  decreased  to  130  mg/dl. 

For  those  with  definite  CF1D  or  other  ath- 
erosclerotic disease  and  LDL  130mg/dl  or 
above,  drug  therapy  should  be  started  after  6- 
1 2 weeks  of  diet  — goal  for  LDL  should  be  100 
mg/dl. 

The  debate  whether  to  use  margarine  or 
butter  continues.  Transfats  (the  type  of  fat 
formed  when  vegetable  oils  are  hardened  by 
hydrogenation)  should  be  avoided.  Recent 
studies  have  shown  substituting  margarine  for 
butter  lowered  LDL  cholesterol  by  5%  to  15%.5 

Not  all  margarines  are  the  same;  some  are 
available  without  transfatty  acids  and  reduce 
cholesterol  even  further.  Stick  margarine  con- 
tains more  than  twice  as  much  trans  fat  as  tub 
margarine.5 

For  most  Americans,  fried  foods  are  the 
greatest  source  of  transfat  in  their  diet.  A me- 
dium order  of  fast-food  french  fries  contains 
four  to  five  times  transfat  as  one  tablespoon  of 
stick  margarine.  The  most  important  consid- 
eration for  good  health  should  be  reducing  use 
of  foods  made  with  commercial  vegetable  short- 
ening. Canola  oil  and  olive  oil  should  be  used 
in  cooking. 

Despite  this  success  story,  only  8 million 
people  are  on  statins  — about  half  that  should 
be  taking  it. 

Why  not  more?  Many  doctors  are  attuned 
to  crises  and  not  preventive  medicine,  some 
doctors  are  skeptical  of  statin  benefits  and  un- 
due fear  concerning  possible  liver  damage. 
Some  people  are  deterred  by  the  cost  — $50  to 
$100  a month.  This  is  actually  a little  over  the 
cost  of  a daily  pack  of  cigarettes.  With  patent 
protection  loss  in  two  to  three  years,  the  price 
of  the  drug  will  come  down  and  generic  ver- 
sions will  appear  on  the  market. 

Some  patients  overestimate  how  much  per- 
sonal control  they  have  over  their  cholesterol 
— diet  alone  will  lower  cholesterol  by  5%  to 
10%. 

There  no  longer  is  any  question  on  the 


value  of  statins  — the  problem  is  to  convince 
some  doctors  and  patients  of  their  need. 
There  are  39  million  people  who  would 
benefit  from  these  drugs  — their  choles- 
terol levels  are  over  240.  There  is  a large 
segment  of  our  population,  98  million, 
who  have  moderately  elevated  cholesterol 
levels  of  200  to  220.  This  component  of 
the  population  may  well  benefit  from  the  use 
of  a new  margarine  spread,  Benecol,  a plant 
statin.6’7 

Benecol  works  by  decreasing  the  absorp- 
tion of  cholesterol  from  the  intestinal  tract. 
There  are  no  side  effects,  and  it  can  be  used 
by  diabetics  and  patients  on  a glutin-free  diet. 
This  spread,  taken  as  directed  (one  pad  three 
times  a day),  has  been  shown  to  lower  total 
cholesterol  by  10%  and  LDL  by  14%.6,7  Those 
levels  lower  chances  for  a heart  attack  by  a 
third.5’6 


A medium 
order  of  fast- 
food  french 
fries  contains 
four  to  five 


This  spread  is  a breakthrough  for  man- 
agement of  mildly  elevated  cholesterol  and/ 
or  LDL  levels.  In  addition  to  a spread, 
Benecol  is  available  as  salad  dressings  and 
soon  to  be  released  breakfast  bars,  yogurt 
and,  later,  mayonnaise.  It  can  be  used  either 
in  conjunction  with  statin  to  lower  its  dos- 
age or  possibly  replace  it  once  cholesterol 
levels  are  corrected.7 

The  monthly  cost  of  Benecol  is  between 
$16  and  $20.  Some  people  feel  this  is  too  ex- 
pensive. Consider  the  cigarette  smoker  spend- 
ing $3  a pack  per  day  — $90  a month  for  a 
“fix.”  The  smoker  spends  money  that  buys  dis- 
ease whereas  a Benecol  user  spends  far  less 
money  to  buy  improved  health  that  lowers  risk 
for  cardiovascular  disease  — a bargain  hard  to 
refuse. 

Preventive  medicine  is  a tough  sell  — a 
person  will  spend  money  to  prevent  their 
house  roof  from  leaking  but  ignores  abnormal 
cholesterol  levels  that  may  well  lead  to  dis- 
ease and  untimely  death.  ■ 
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HONORED 

Physicians  Receive 
Award  from  AM  A 

Each  month  the  Ameri- 
can Medical  Association  pre- 
sents the  Physician’s  Recog- 
nition Award  to 
those  who  have 
completed  accept- 
able programs  of 
continuing  educa- 
tion. 

Dr.  Nick  Paslidis 

of  Little  Rock  has  re- 
ceived the  award  for 
three  years.  Dr.  Paslidis,  whose 
speciality  is  internal  medicine, 
also  was  certified  hy  the 
American  Board  of  Quality 
Assurance  and  Utilization 
Reward  in  December  1999. 


PRA  recipients  in  No- 
vember include  Dr.  Michael 
Lane  Buffington  of  DeQueen, 
Dr.  Roger  Earl  Cagle  of 
Paragould,  Dr.  Scott  W.  Carle 
of  Little  Rock,  Dr. 
Connie  H iers  of 
Jonesboro,  Dr.  Don 
Gene  Howard  of 
Lordyce  an  d Dr. 
Randall  Evan  Hunt  of 
Mountain  Home. 

PRA  recipients  in 
December  included  Dr. 
Wayne  Patrick  Enns  of  Paris, 
Dr.  Robert  E.  Holder  of 
Bentonville,  Dr.  Michael  Ri- 
chard Platt  of  Gravette  and 
Dr.  Priscilla  L H Tangunan 
of  Hot  Springs  National  Park. 


Nick  Paslidis 


OBITUARY 

Lawrence  H.  Siegel,  MD 

Dr.  Lawrence  H.  Siegel,  87,  of  Payetteville,  died  April 
18,  1999.  A retired  urologist,  Dr.  Siegel  is  survived  hy  his  wife 
Bobbie.  He  finished  medical  school  in  1941  and  practiced 
medicine  for  nearly  50  years. 


New 

Members 

Noor  Kabani,  MD 

Specialty:  IM 
1609  W.  40th  Ave„#  207 
Pine  Bluff,  AR  71603 
(870)  534-7585 

Paul  J.  Baxley,  MD 

Sachin  Swarup,  MD 

Specialty:  CD 

Specialty:  **FP 

#3  Medical  Park  Dr.,  #306 

510  Undo  Lane,  # /D 

Benton,  AR  72015 

El  Dorado,  AR  71730 

(501)  315-4008 

Rudolph  Valenti  Tacoronti,  MD 

Julea  Garner,  MD 

Specialty:  OM 

Specialty:  FP 

495 1 Old  Greenwood  Road 

1995  Hwy  62-412 

Fort  Smith,  AR  72903 

Hardy,  AR  72542 

(501)  484-4665 

(870)  856-5620 

**  Resident 

0 AVAILABLE  FOR  HISTORICAL  RESEARCH  IN  2000 


The  History  of  Medicine  Associates,  an 
organization  created  to  stimulate  interest 
in  the  history  of  the  health  sciences 
in  Arkansas  and  to  promote  the 
collection  of  the  UAMS  Library’s 
Historical  Research  Center,  is 
offering  a $1,000  research 
award  to  an  individual 
interested  in  preparing  a 
paper  on  any  aspect  of 
Arkansas  health  sciences. 

Individuals  should 
make  use  of  the  resources 
in  the  UAMS  Historical 
Research  Center  collection 
when  preparing  the  paper.  The 
award  may  be  used  for  travel, 
housing,  resource  materials  and 
research  or  secretarial  assistance 


There  is  no  required  application  form. 
Applicants  should  send  a proposal 
(summary)  of  the  paper's  topic,  a 
proposed  budget  and  an  antici- 
pated completion  date  to  the 
address  given  below.  Dead- 
line for  applications  is  IMay 
31,  and  the  winner  will  be 
announced  in  June. 

Send  proposals  to 
Edwin  a Walls  Mann, 
Treasurer,  History  of 
Medi-cine  Associates, 
UAMS  Library,  4301  W. 
Markham  St.,  Slot  586, 
Little  Rock,  AR  72205- 
7199.  If  you  have  questions, 
call  686-6733  or  e-mail 
MannEdwinaWalls@exchange. 
uams.edu. 
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CALENDAR 


AMA/AHA  Coding 
Workshops 

Karen  Scott,  a certified 
professional  coder  from 
the  American  Association 
of  Professional  Coders, 
will  conduct  several 
daylong  workshops  across 
the  state  on  intermediate 
CPT  coding.  The  work- 
shop is  sponsored  by  the 
Arkansas  Medical  Society 
and  the  Arkansas  Hospi- 
tal Association.  Registra- 
tion is  $125  for  AMS 
members  and  staff  and 
$175  for  others.  To  learn 
more  about  the  seminar, 
call  Donna  Boroughs, 
Arkansas  Hospital  Associa- 
tion, (501)  224-7878. 

April  1 1 

Advanced  ICD-9 
Coding  Workshop 

Camden 

April  12 

Advanced  ICD-9 
Coding  Workshop 
Pine  Bluff 

March  25-28 
National  Leadership 
Development 
Conference 

“Is  It  Good  Medicine? 

A Call  to  Lead:  A Chal- 
lenge to  Serve”  is  the 
topic  of  the  National 
Leadership  Development 
Conference  March  25-28 
at  the  Fontainebleau 
Hilton  Hotel  in  Miami 
Beach,  Fla.  The  keynote 
speaker  is  Tom  Peters, 
acclaimed  author  of  “In 
Search  of  Excellence”  and 
“The  Circle  of  Innova- 
tion.” To  register  for  the 
NLDC  and  for  additional 
information,  call  the 
American  Medical 
Association’s  registration 


hotline,  (800)  262-3211, 
or  visit  the  NLDC  web  site, 
www.ama-assn.org.  To 
reserve  a hotel  room,  call 
(800)  548-8886  or  (305) 
538-2000,  or  visit  the  hotel 
web  site,  www.hilton.com. 

May  4-5 

Antimicrobial  Resistance 

The  Royal  Society  of 
Medicine  Foundation, 
Illinois,  and  the  Royal 
Society  of  Medicine, 
London,  have  planned  a 
two-day  international 
conference  on  antimicro- 
bial resistance  in  Washing- 
ton, D.C.  For  more 
information,  contact  the 
Royal  Society  of  Medicine 
Foundation,  (847)  234- 
6382,  fax  (847)  234-6511 
or  e-mail  rsmfil@aol.com. 

May  12-19 

American  Occupational 
Health  Conference 

The  American  Occupa- 
tional Health  Conference 
is  set  for  May  12-19  at  the 
Pennsylvania  Convention 
Center  in  Philadelphia. 

J.D.  Kleinke,  MSB,  medical 
economist  and  author,  and 


W.  Allen  Schaffer,  MD, 
senior  vice  president  and 
chief  medical  officer  of 
CIGNA  HealthCare,  are 
the  keynote  speakers.  The 
conference  serves  as  the 
annual  meeting  for  the 
American  College  of 
Occupational  and  Envi- 
ronmental Medicine  and 
the  American  Association 
of  Occupational  Health 
Nurses  Inc.  For  more 
information,  contact 
Debra  Bethard-Caplick  at 
ACOEM,  (847)  818-1800, 
ext.  383,  or  e-mail 
dcaplick@acoem.org;  or 
contact  Yvonne  B. 
Matherne,  AAOHN, 

(770)  455-7757,  ext.  110, 
or  e-mail 

yvonne@aaohn.org. 

May  19 

Arkansas  Foundation 
for  Medical  Care 
Quarterly  Video 
Conference 

The  Arkansas  Founda- 
tion for  Medical  Care’s 
quarterly  video  conference 
will  be  from  noon-l:30 
p.m.  at  hospitals  across  the 
state.  For  specific  loca- 


May  5-6,  2000 
Arkansas  Medical 
Society 

Annual  Meeting 

The  Arkansas  Medical  Society 
will  hold  its  124th  annual  meeting 
May  5-6  at  the  Embassy  Suites 
Hotel  in  Little  Rock. 


tions,  call  (501)  649- 
8501,  ext.  203. 

June  8-10 
American  Board  of 
Medical  Specialties 
Conference 

“Credentialing 
Physician  Specialists:  A 
World  Perspective”  will 
be  held  June  8-10  at  the 
Westin  Hotel  River 
North  in  Chicago.  The 
conference  is  sponsored 
by  the  American  Board  of 
Specialties’  Research  and 
Education  Foundation 
and  the  Royal  College  of 
Physicians  and  Surgeons 
of  Canada.  Registration 
fees  are  $485,  and  May  5 
is  the  reservation  dead- 
line. For  more  informa- 
tion about  the  conference, 
call  the  ABMS,  (847) 
491-9091.  To  reserve 
directly  with  the  hotel, 
call  (312)  744-1990. 

July  7 

The  Royal  Society 
of  Medicine 

Fellows  and  members 
can  join  the  Royal 
Society  of  Medicine  for 
Millennium  Member’s 
Day  on  July  7 in  London. 
The  RSM  has  millen- 
nium activities  — library 
competition,  library 
events,  oral  presenta- 
tions, sporting  events, 
social  events  and  prod- 
ucts — throughout  the 
year.  If  you’re  interested 
in  more  details  about 
RSM  millennium  events, 
contact  Kate  Lindley, 

0171  290  3947  or  020 
7290  3947.  Keep  up  to 
date  by  visiting  the  web 
site  at 

www.royalocmed.ac.uk/ 

2000.htm. 
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Since  1985, 
we’ve  been 
helping  busy 
people  make 
smart  financial 
decisions.  So 
next  time 
you’re  looking 
for  objective 
answers  to 
life’s  crucial 
financial  deci- 
sions, call  The 
Arkansas 
Financial 
Group.  You’ll 
be  in  great 
company. 


Here’s  what  the  editors 
of  Worth  and  Medical 
Economics  had  to  say: 

“The  Best  250  Financial 
Advisors,  9/99” 

“The  Best  300  Financial 
Advisers,  9/98” 

“The  Best  250  Financial 
Advisers,  10/97” 

“The  120  Best  Financial 
Advisers  for  Doctors,  7/27/98” 


“ Fee-only , objective,  customized, 
comprehensive,  affordable  advice” 

The  Arkansas 
Financial  Group,  inc. 
376-9051 
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Horseshoe  Canyon  Ranch,  Jasper 


Horseshoe  Canyon  Ranch 
is  perfect  for  a rolling  horse- 
back ride  through  hardwoods, 
a canoe  trip  on  the  Buffalo 
National  River  or  a hike 
along  the  mighty  bluffs  of  the 
Buffalo. 

Easy  to  reach  on  state 
Highway  74  between  Jasper 
and  Ponca,  Horseshoe  Can- 
yon Ranch  is  a guest  ranch, 
not  a working  ranch,  so  the 
ranch  staff  take  care  of  meals 
in  the  7,000-square-foot  club- 
house that  offers  a bluff  view. 

The  2 1/2-year-old  ranch  has 
10  log  cabins  on  350  acres  and 
can  house  up  to  45  guests. 

Each  cabin  has  a small  refrigerator  and  microwave  oven. 

Visitors  can  take  a scenic  trail  ride  on  horseback  or  ex- 
plore area  caves,  springs  and  clear  mountain  streams  on  foot. 
Catching  a glimpse  of  deer,  squirrel,  turkey  or  elk  is  likely, 
and  a herd  of  goats  also  calls  the  ranch  home.  After  a long 
day,  guests  can  soak  in  a hot  tub,  cozy  up  in  the  comfortable 
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cabins  or  relax  on  the  porch. 

Father- and-son  team  Jerry 
and  Bary  Johnson  are  the 
Horseshoe’s  owners,  and  they 
gladly  arrange  steak  suppers, 
campfire  cookouts  and  about 
any  kind  of  horseback  ride 
imaginable  — all-day  rides, 
evening  rides  and  midnight 
rides.  The  ranch  is  ideal  for 
families. 

Horseshoe  Canyon  Ranch 
has  been  featured  nationally  on 
the  Home  &.  Garden  network 
and  on  local  television,  as  well 
as  in  FamilyFun  magazine  and 
in  Midwest  Living  magazine. 
The  ranch  slogan  is  “a 
western  experience  with  southern  hospitality,”  and  the  Johnson’s 
swear  by  a personal  motto:  “You’re  never  too  old  to  have  a happy 
childhood.” 

For  more  information  about  Horseshoe  Canyon  Ranch, 
check  out  the  web  site,  www.horseshoecanyon.com;  or  call 
(800)  480-9635. 

Volume  96 


Oaritin 

S2S  (loratadfne) 

C~>  . / Copyright  © 1999,  Schering  Corporation,  Kenilworth,  NJ  07033 

/,=,/  All  rights  reserved.  CR3252/23233401  7/99 


Pledging  commitment  is  one  of  the  most 
important  things  that  human  beings  can  do  for 
one  another.  It  means  I'll  do  only  my  best  for  you. 
I'll  fight  for  your  rights.  I'll  be  there  for  you. 


At  Snell  Laboratory  we  make'that  type  of  commitment  to 
each  of  our  patients.  We  dedicate  ourselves  to  making 
them  as  comfortable  and  as  mobile  as  possible.  We  give 
them  back  as  much  of  their  former  life  as  we  can. 


A Match  Made  In  Heaven. 


Our  computer-aided  design  and  manufacture 
(CAD/CAM)  system  makes  so  much  more  possible  in 
creating  custom-fit  prostheses  than  ever  before.  And 
new  lightweight,  space  age  materials  mean  more 
for  our  patients  with  custom  orthoses. 

So  regardless  of  what  responsibilities  your 


patients  agree  to  in  life,  from  going  out  to  play  to 
attending  a special  occasion,  our  commitment 
to  comfort  never  waivers. 

Snell  Prosthetic  and  Orthotic  Laboratory  has 
been  in  business  since  1911.  We've  said  "I  do”  to 
our  patients  since  day  one. 


Prosthetic  & Orthotic 
Laboratory 


THE  LATEST  IN  TECHNOLOGY.  THE  BEST  IN  CARE...  . — 

Offices  located  in  Little  Rock,  Russellville,  Fort  Smith,  Mountain  Home,  Fayetteville,  Hot  Springs,  North  Little  Rock,  and  Jonesboro. 

Little  Rock  (501)  664-2624  • Statewide  Toll-free  1-800-342-5541 

Founding  Members  of  PrimeCare  O&P  Network  - serving  the  southern  United  States. 
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Be  more  productive  with  the  name  you  know 
and  trust  — Southwestern  Bell. 

No  matter  how  heavy  your  workload  gets,  Southwestern  Bell  Wireless 


The  Most  Complete  can  help  lighten  it.  It  just  makes  sense  to  stick  with  Southwestern  Bell. 

Digital  Service 
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Wireless  Coverage 
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EL  DORADO 
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rou  LOSE  A LOT  WHEN  YOU  LOSE  YOUR  SIGHT.  PREVENT  DIABETIC  BLINDNESS. 
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WHAT  WE’VE  DONE  FOR  YOU  LATELY 


AMS  Goes  the  Distance 
for  Psychiatrists 

By  David  Wroten 


If  something’s  worth  fighting  for,  you 
better  be  ready  and  willing  to  go  the 
distance.  In  February  and  March  2000, 
the  AMS  once  again  went  the  distance. 
The  arena  was  federal  district  court.  The 
challengers  — our  state’s  psychiatrists  and 
the  Arkansas  Medical  Society  vs.  the  Ar- 
kansas Department  of  Human  Services. 

On  Feb.  25,  2000,  the  AMS  filed  a 
motion  in  federal  district  court  charging 
DHS  with  contempt  of  court  for  violat- 
ing a 1994  consent  decree  that  controls 
physician  fees  for  the  Medicaid  program. 
Specifically,  the  action  was  in  response 
to  a 25%  reduction  in  fees  paid  to  psy- 
chiatrists under  the  new  Medicaid  men- 
tal health  managed  care  program,  Behav- 
ior Arkansas. 

In  1992,  the  AMS  filed  suit  against 
DHS  over  a proposed  20%  across-the- 
board-reduction  in  physician  fees.  Because 
Medicaid  fees  were  already  precariously 
low,  the  reductions  forced  many  physicians 
to  terminate  their  participation  in  the 
Medicaid  program.  The  AMS  asserted 
that  DHS  had  violated  the  equal  access 
requirement  of  federal  Medicaid  law.  This 
provision  requires  Medicaid  to  establish 
fees  at  a level  that  will  ensure  that  Med- 
icaid patients  have  access  to  physicians 
equal  to  the  access  afforded  privately  in- 
sured patients. 

Judge  Susan  Webber  Wright  ruled  in 
favor  of  the  Arkansas  Medical  Society  and 
the  result  was  a consent  decree  entered  in 
1994-  The  decree  initially  set  Medicaid 
fees  at  a level  negotiated  by  the  AMS  and 
provides  that  the  AMS  must  mutually 
agree  to  any  future  changes.  Since  then, 
Medicaid  fees  have  remained  steady  and, 
together  with  administrative  advance- 
ments, have  enabled  patient  access  in  the 
program  to  reach  an  all-time  high. 

When  DHS  first  began  developing  the 
Behavior  Arkansas  program,  DHS  took 
the  position  that  the  consent  decree  did 


not  apply  since  they  would  be  contract- 
ing out  mental  health  services  to  an 
HMO  (ValueOptions)  and  the  HMO 
would  be  setting  rates.  The  AMS  dis- 
agreed and  made  it  clear  that  any  attempt 
to  circumvent  the  decree  would  be  just 
cause  for  filing  a motion  for  contempt. 
DHS  had  two  choices:  Comply  with  the 
decree’s  provisions  for  making  changes  or 
ask  the  court  for  a ailing  on  their  asser- 
tion that  the  decree  did  not  apply.  DHS 
did  neither. 

When  it  became  obvious  in  Febru- 
ary that  the  program  was  going  to  be 
implemented  on  March  1 with  fees  aver- 
aging 25%  below  the  approved  rates,  the 
AMS  was  forced  to  file  the  motion  for 
contempt.  Since  Judge  Wright  retained 
jurisdiction  in  the  original  case,  the  mo- 
tion was  filed  in  her  court.  After  hearing 
more  than  12  hours  of  testimony  on  Feb. 
28  and  29,  Judge  Wright  found  DHS  in 
contempt  and  ordered  an  injunction  re- 
quiring DHS  to  pay  the  rates  approved 
in  the  consent  decree.  To  paraphrase  the 
words  of  Judge  Wright,  DHS  stuck  their 
heads  in  the  sand  and  went  forward  know- 
ing full  well  what  the  response  would  be 
from  the  Arkansas  Medical  Society. 

Some  of  the  “heroes”  willing  to  go 
the  distance  by  testifying  on  the  witness 
stand  were  Drs.  Melanie  Risinger  from 
Searcy,  Hannah  Phillips,  Thomas 
Stinnett,  Carlene  Lyle,  and  Charles  Gist, 
all  of  Little  Rock,  and  Mr.  Gary  Will- 
iams, spouse  of  Dr.  Debra  Williams  of 
Pocahontas. 

While  this  recent  action  involved 
only  psychiatrists,  the  consent  decree 
applies  to  all  physician  services.  Depend- 
able reimbursement  to  physicians,  even 
though  it  may  be  relatively  low,  is  a key 
factor  in  ensuring  that  Medicaid  patients 
have  access  to  needed  medical  services. 
Certainly,  that  is  something  worth  fight- 
ing for.  ■ 
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& Expo 


May  5 

Embassy  Suites  Hotel 
Little  Rock 

Topics  of  Interest: 

• Biological  Terrorism  & Medicine 

• Medical  Discoveries  in  Space 

• Gene  Therapy 

• Joining  a Group  Practice  or 
Partnership 

• Overuse  of  Antibiotics 

• How  Can  the  Internet  Help 
Deliver  Efficient,  Quality 
Health  Care? 


124th  AMS  Annual  Session 

May  6 

Embassy  Suites  Hotel 
Little  Rock 

• House  of  Delegates 

• Shuffield  Luncheon 

• Hospitality  Hour 

• Inaugural  Banquet 

• President’s  Reception 


AMS  Alliance  Meeting 

May  5 

Alliance  Board  Meeting 
May  6 

Alliance  Meeting 
and  Installation 


Open  to  AMS  members, 
staff  and  guests. 
Contact  the  Arkansas  Medical 
Society  at  (501)  224-8967  or 
(800)  542-1058  for  registration 
information. 
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Report  of  the  Arkansas  Medical  Society  Council 


The  Council  of  the  Arkansas  Medical  Society  met  on  April  29, 
1999,  August  15,  1999,  and  November  7,  1999.  A brief  sum- 
mary  of  actions  taken  follows : 

April  29,  1999 

1 . Discussed  a letter  drafted  by  the  AM  A warning  physi- 
cians  of  the  potential  harm  that  might  result  if  Con- 
gress  enacts  Y2K  legislation. 

2.  Reviewed  the  AMA’s  Principles  of  Medical  Ethics  that 
represent  the  fundamental  ethical  precepts  of  medical 
practice. 

3.  Procedures  for  suspending  or  terminating  an  Arkansas 
Medical  Society  member  were  presented  for  approval. 
Voted  to  refer  this  draft  to  the  Bylaws  Committee  to  1 ) 
evaluate  the  need  for  the  document;  2)  make 
corrections  in  wording;  and  3)  clarify  the  document 
and  to  report  back  to  the  Council  at  a future  meeting. 

4.  The  Council  approved  dues  exemption  requests  from 
component  societies. 

5.  Discussed  problems  the  AMS  has  experienced  with  ap- 
pointments  to  the  Medicare  Carrier  Advisory  Com- 
mittee and  communications  with  Arkansas  Blue  Cross 
and  Blue  Shield.  The  Council  gave  its  approval  for  an 
ad  hoc  committee  to  be  appointed  to  fill  vacancies 
when  nominations  are  not  received  from  the  specialty 
societies. 

6.  The  council  made  the  following  appointments: 

• Budget  Committee:  Dr.  Anthony  Johnson,  Little  Rock 

• Journal  Editorial  Board:  Dr.  Jerry  Kendall,  Camden; 
and  reappointed  Dr.  Lee  Abel,  Little  Rock 

• Medical  Education  Foundation  for  Arkansas:  Dr.  Jan 
Turley,  Rogers 

Pension  Plan:  reappointed  Dr.  Wayne  Elliott,  El 
Dorado 

• Arkansas  Medical  Foundation:  Ms.  Karen  Ballard, 
Little  Rock;  and  reappointed  Dr.  John  Lynch,  Jonesboro 

• Medicare  Carrier  Advisory  Committee:  reappointed 
Dr.  Kerry  Pennington,  Warren,  representing  family 
practice;  reappointed  Dr.  Samuel  Landrum,  Port  Smith, 
representing  general  surgery;  Dr.  John  Bayliss,  Little 
Rock,  representing  nephrology;  reappointed  Dr.  Rob- 
ert Porter,  Little  Rock,  representing  orthopaedic  sur 
gery;  Dr.  Curtis  Patton,  Porrest  City,  representing  pe- 
diatrics; Dr.  Gerald  Stolz  Jr.,  Russellville,  representing 
pathology 

• Medical  Student  Councilor:  Ms.  Karen  McNiece, 
Little  Rock 

• Arkansas  Health  Care  Access  Foundation  Medical 
Student  Member:  Twyla  Norsworthy,  Benton 

7 . Approved  Dr.  Tom  Eans  of  Little  Rock  to  fill  the  Coun- 
cilor vacancy  in  the  eighth  district. 

8.  Ken  LaMastus  discussed  Wal-Mart  had  hired  a com- 
pany to  seek  refunds  on  claims  they  felt  were  an  over 
payment  and  urged  physicians  to  look  closely  at  any 
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requests  they  receive  from  this  company. 

9.  Dr.  J oe  Thompson  from  the  Arkansas  Center  for  Health 
Improvement  addressed  the  Council. 

10.  The  membership  and  budget  reports  were  reviewed. 

11.  Dr.  William  Jones  reported  on  an  AMA  meeting  he  at- 
tended regarding  using  tobacco  settlement  dollars  as  it 
relates  to  Arkansas. 

12.  Dr.  Jones  discussed  membership  and  urged  the  Council 
to  follow  through  with  requests  from  staff  to  contact 
other  physicians  regarding  Arkansas  Medical  Society 
membership. 

1 3 . Discussed  procedures  of  the  House  of  Delegates  and  Ref- 
erence committees. 

August  15,  1999 

1 . Gail  Young,  president  of  the  Arkansas  Medical  Society 
Alliance,  asked  Councilors  to  encourage  their  spouses 
to  join  the  Alliance  and  participate  in  its  activities. 

2.  Dr.  John  Burge  reported  on  the  June  AMA  meeting  in- 
cluding two  issues:  1 ) the  sale  of  products  from  physi- 
cians’ offices,  and  2)  collective  bargaining. 

3.  Discussed  legislative  issues  including  the  Campbell  Bill, 
an  act  to  allow  self-employed  physicians  to  join  together 
to  negotiate  with  health  plans. 

4-  Voted  on  the  AMS  position  regarding  tobacco  settle 
ment  money.  The  Arkansas  Medical  Society  believes 
the  number  one  spending  priority  should  be  fully  fund- 
ing the  comprehensive  tobacco  control  program  devel- 
oped by  the  Centers  for  Disease  Control;  the  Arkansas 
Department  of  Health  is  best  positioned  to  implement 
the  CDC  program;  and  settlement  funds  should  be  uti- 
lized to  secure  federal  matching  Medicaid  money  to  de- 
velop an  adult  program  similar  to  ARKids  Lirst. 

5.  Drs.  Kenneth  Seiter  of  Lort  Smith  and  William  Gallo- 
way of  Russellville  were  approved  to  fill  Councilor  posi- 
tions in  the  tenth  district. 

6.  Discussed  the  July  conference  call  of  the  Pension  Plan 
Committee. 

7.  Approved  the  document  entitled,  “Procedures  for  Sus- 
pension or  Termination  of  Membership  in  the  Arkansas 
Medical  Society.” 

8.  Received  an  update  on  the  Medical  Student  Mentoring 
Program. 

9.  Approved  up  to  $10,000  for  expenditures  for  the  Long 
Range  Planning  Committee  pending  Budget  Commit 
tee  approval. 

10.  Dr.  I.  Dodd  Wilson  gave  an  update  on  activities  of  the 
University  of  Arkansas  College  of  Medicine. 

1 1 . Dr.  Michael  Moody  reported  the  Arkansas  Poundation 
for  Medical  Care  under  HCPA  direction  will  review 
charts  for  medical  necessity  and  DRG  charges. 

12.  Discussed  the  Medicaid  review  process  in  which  the  Ar- 
kansas Medical  Society’s  Executive  Committee  partici- 
pates. 
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1 3 . Heard  a report  that  pathologists  in 
Arkansas  will  begin  using  the  Au- 
tomated  Pap  Smear  System  that 
was  approved  by  the  FDA. 

14-  Discussed  the  possibility  that  the 
Arkansas  Medical  Society  consider 
providing  updates  (possibly  in  The 
Journal)  on  fraud  and  abuse  cases 
in  Arkansas. 

November  7,  1999 

1.  The  council  voted  for  the  Arkan- 
sas  Medical  Society  to  continue 
discussions  with  UAMS,  Arkansas 
Department  of  Health  and  the  Ar- 
kansas Hospital  Association  on 
how  the  funds  from  the  tobacco 
lawsuit  settlement  should  be  used. 
If  the  AMS  staff  determines  an 
agreement  needs  to  be  reached,  it 
should  be  presented  to  the  Execu- 
tive Committee  for  approval. 

2.  Discussed  the  Accreditation 
Council  for  Continuing  Medical 
Education’s  new  accreditation  sys- 
tem and  proposed  accreditation 
criteria  for  CME  sponsors.  The 
council  adopted  the  accreditation 
criteria. 

3 . Reviewed  an  update  on  AMS  Ben- 
efits and  the  upcoming  rate  in 
creases  for  clinics  covered  under 
the  health  plan. 

4.  The  following  medical  student  ap- 
pointments were  made: 

• Ad  hoc  Committee  to  Review  the 
Bylaws:  Mr.  Justin  White 

• Annual  Session  Committee: 

Mr.  Lance  Henry 

• Continuing  Medical  Education 
Accreditation  Committee: 

Ms.  Anupama  Athota 

• MEFFA  Board  of  Directors:  Mr. 

Steven  Shrum 

• Pension  Plan  Committee:  Mr. 

Charles  Meshek 

5.  Dr.  Scott  Ferguson  of  West  Mem- 
phis was  approved  to  fill  a Coun- 
cilor vacancy  in  the  first  district. 

6.  Discussed  the  proposed  Insurance 
Department  regulations  on  prompt 
payment. 

7.  Discussed  the  Arkansas  Medical 
Society’s  efforts  to  assist  in  updat- 
ing the  Workers’  Compensation  Fee 
Schedule. 


When  we  focused 
on  heart  care,  the  world 
focused  on  us. 

They  come  here  to  see.  And  to  learn.  Heart  specialists 
from  places  as  far  away  as  Poland,  Germany  and  from 
cities  around  the  country.  They  represent  prestigious 
universities.  And  leading  healthcare  systems.  They  are 
physicians  and  researchers  and  hospital  managers,  the 
best  the  world  has  to  offer.  Yet  they  come  to  our 
hospital  to  see  our  facilities,  technologies  and  to 
understand  our  procedures.  Why?  To  learn  how  to 
be  even  better.  Are  we  on  your  health  plan?  If  you  had 
heart  disease,  could  you  come  here  too? 

Arkansas  Heart  Hospital 

An  entire  hospital  fighting  heart  disease 

1701  S.  Shackleford  Road  • (501)  219-7000  • www.arheart.com 
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a Few  Good 
Docs. 


Exclusive  positions  are  available  in 
Arkansas  and  nationwide  for 
physicians  in  many  disciplines.  Our 
fees  are  fully  paid  by  the  employers. 
All  information  is  strictly  confidential. 
Call  today  for  a FREE  consultation. 

Medicus 


R E S O 


Gy? 


1-800-394-4007 
501-228-4649 
501-228-5746  Fax 

650  South  Shackleford  Rd.,  Suite  400 
Little  Rock,  AR  7221 1 
e-mail:  medicus@medicusrg.com 


Growth  of 
Your  Retirement 
Investments 
Is  Our  Specialty 

SEP IRAs 
IRA  Rollovers 
401  Ks 

Using 

The  Optimum 
Performance  Strategy 

TOPS 

the  Unique  Investment 
Program  Developed  by 
Tom  Schallhorn. 


SOUTHWEST  CAPITAL 
MANAGEMENT,  INC. 

REGISTERED  INVESTMENT  ADVISOR 

Thomas  N.  Schallhorn,  President 

501.374. 1119  • 1.888.440.9133 

1 05  West  Capitol  Avenue,  Suite  1 0 1 
Little  Rock,  AR  72201-5732 


398  • The  Journal 


8.  Discussed  the  termination  of  14  Northwest  Arkansas  physicians  by 
Arkansas  Blue  Cross  and  Blue  Shield  and  Mercy  Health.  Voted  for  the 
AMS  staff  to  research  this  issue  and  provide  a more  comprehensive  re- 
port/recommendation to  the  Executive  Committee. 

9.  Received  an  update  on  the  Norwood-Dinged  bill  that  the  U.  S.  Con- 
gress passed  in  October  and  other  legislative  issues. 

10.  Presented  the  membership  and  budget  reports. 


The  Executive  Committee  of  the  Arkansas  Medical  Society 
Council  met  on  May  26,  1999,  June  23,  1999,  and  December 
15,  1999.  A brief  summary  of  actions  taken  follows : 

May  26,  1999 

1.  Reviewed  evaluations  from  the  Arkansas  Medical  Society’s  1999  Annual 
Session  and  discussed  next  year’s  program. 

2.  Discussed  the  Long-Range  Planning  Committee. 

3.  Amended  the  “Procedures  for  Suspension  or  Termination  of  Membership 
in  the  Arkansas  Medical  Society”  and  referred  the  document  to  the  Council. 

4-  Reviewed  a resolution  from  the  Arkansas  Hospital  Association  pertaining 
to  the  use  of  tobacco  funds. 

5.  Discussed  physician  identification  numbers  for  prescriptions. 

6.  Approved  a listing  of  physicians  requesting  direct  membership  in  the  AMS. 

7.  An  article  entitled,  “Doctor’s  Orders:  Medical  Lobby  Becomes  Power 
house  in  Austin”  was  distributed  for  information. 

June  23,  1999 

1 . The  Executive  Committee  approved  a proposed  two-day  program  for  the 
2000  Arkansas  Medical  Society  Annual  Session.  A “Year  2000”  theme 
and  topics  pertaining  to  “high  tech”  were  suggested. 

2.  Reviewed  revenue  and  cost  of  exhibits  for  the  1999  annual  meeting. 

3.  An  orientation  program  for  new  councilors  was  scheduled. 

4-  Reviewed  information  on  the  Arkansas  Medical  Society’s  401K  plan  and 
recommended  the  AMS  Pension  Plan  Committee  review  it. 

5 . A listing  of  physicians  requesting  direct  membership  in  the  AMS  was  approved. 

6.  Discussed  a letter  from  Dr.  James  Adamson,  medical  director  at  Arkansas 
Blue  Cross  and  Blue  Shield,  pertaining  to  the  selection  of  members  for  the 
Medicare  Carrier  Advisory  Committee. 

December  1 5,  1 999 

1 . Dr.  Martin  Eisele  discussed  moving  MEPPA  funds  to  the  Arkansas  Com- 
munity Foundation.  The  Executive  Committee  voted  to  commend  the 
MEFFA  Board  for  its  work  and  the  frugal  way  it  has  managed  its  funds. 

2.  Reviewed  a report  from  Dr.  J ames  Adamson  with  Arkansas  Blue  and  Cross 
Blue  Shield  pertaining  to  the  selection  of  members  for  the  Medicare  Car- 
rier Advisory  Committee. 

3.  Granted  requests  for  emeritus  membership. 

4-  Approved  physicians’  requests  for  direct  membership  in  the  AMS. 

5.  Reported  on  a meeting  with  representatives  from  United  Healthcare.  A 
thank  you  letter  will  be  sent  to  Dr.  Sandra  Nichols  for  the  information  she 
provided. 

6.  Reported  on  a meeting  with  Dr.  William  Golden,  principal  clinical  coordina- 
tor for  the  Arkansas  Foundation  for  Medical  Care  (AFMC).  The  Executive 
Committee  recommended  that  Dr.  Golden  be  invited  to  the  next  council  meeting. 

7.  Discussed  the  tobacco  lawsuit  settlement. 

8.  Reported  on  a meeting  with  Arkansas  Insurance  Commissioner  Mike 
Pickens.  ■ 
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Report  of  the  Nominating  Committee 

By  C.  Reid  Henry  Jr.,  MD,  Chairman 


The  1999/2000  Nominating  Committee  members  are  Drs.  J.R.  Baker,  Anthony  Hui,  Marion  McDaniel,  Timothy 
Webb,  Paul  Wallick,  Paul  Wills,  Michael  Young  and  Chairman  C.  Reid  Henry  Jr.  The  Nominating  Committee  would 
like  to  present  to  the  Society  the  following  nominees: 


President-elect: 

Joe  Stallings,  MD,  Jonesboro 

Vice  President: 

Paul  Wallick,  MD,  Monticello 
Treasurer: 

Reappoint  Dwight  Williams,  MD,  Paragould 


Secretary: 

Reappoint  Carlton  Chambers,  MD,  Little  Rock 
Speaker  of  the  House: 

Reappoint  Anna  Redman,  MD,  Pine  Bluff 
Vice  Speaker  of  the  House: 

Reappoint  Kevin  Beavers,  MD,  Russellville 


Delegates  to  the  AMA: 

Reappoint  John  Burge,  MD,  Lake  Village 
Reappoint  William  Jones,  MD,  Little  Rock 

Alternate  Delegates  to  the  AMA: 

Reappoint  Lloyd  Langston,  MD,  Pine  Bluff 
Hugh  Jackson,  MD,  Fort  Smith 

District  Councilors: 

District  1:  Reappoint  Roger  Cagle,  MD,  Paragould 

District  2:  Jim  Citty,  MD,  Searcy 

District  3:  Reappoint  Parthasarathy  Vasudevan,  MD, 

Helena 


District  4:  Reappoint  Harold  Wilson,  MD,  Monticello 
District  5:  Position  Vacant 

District  6:  Reappoint  Samuel  Peebles,  MD,  Nashville 
District  7:  Reappoint  Robert  McCrary,  MD,  Hot  Springs 
District  8:  Reappoint  Thomas  Eans,  MD,  Little  Rock;  reap- 
point Edward  Saer,  MD,  Little  Rock;  reappoint  John  Wil- 
son, MD,  Little  Rock 

District  9:  D.  Wayne  Brooks,  MD,  Springdale;  Thomas 
Langston,  MD,  Harrison 

District  10:  Reappoint  Kenneth  Seiter,  DO,  Fort  Smith; 
reappoint  William  Galloway,  MD,  Russellville 
Medical  Student  Councilor:  Mr.  Erik  Shultz 


The  strength  of  CARTI. 


You  can  see  it 
in  our  technology. 

You  can  see  the  strength  of  CARTI  in  our 
commitment  to  state-of-the-art  technology 
for  radiation  therapy.  We've  equipped  each 
CARTI  center  with  3D  imaging  and  treatment 
capability.  This  allows  us  to  provide  precisely 
targeted  therapy  with  maximum  comfort  for 
your  patients  and  minimum  time  in  treatment. 

Radiation  seed  implants  provide  a valuable 
option  for  treatment  of  prostate  cancer,  and 
we  are  a national  leader  in  this  outpatient 
procedure  with  nearly  1,000  procedures 
performed  to  date. 

You  can  see  the  strength  of  CARTI  in  the 
skill  of  the  people  who  apply  this  technology. 

Our  board-certified  physicians  and  registered 
radiation  therapists  are  committed  to  patient 


care,  and  we  provide  education  and  support 
classes  across  the  state. 

For  more  information  visit  our  website  at 
www.carti.com,  or  call  800/879-8618  or 
501/664-5677  to  request  our  Physician  Referral 
Guide. 

KUCAKn 

Winning  through  radiation  therapy. 

www.carti.com  • 501/664-8573  • 800/482-8561 

Little  Rock:  Baptist  • St.  Vincent 
Conway  • Mountain  Home  • North  Little  Rock  • Searcy 
Little  Rock/UAMS  opening  in  2000 
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Pledging  commitment  is  one  of  the  most  important 
things  that  hitman  beings  can  do  for  one  another. 

It  means  I'll  do  only  my  best  for  you.  I'll  fight  for  your 
rights.  I'll  be  therefor  you.  At  Snell  Laboratory  we 


make  that  type  of  commitment  to  each  of  our  patients. 
We  dedicate  ourselves  to  making  them  as  comfortable 
and  as  mobile  as  possible.  We  give  them  back  as  much 
of  their  former  life  as  we  can. 


A Match  Made  In  Heaven. 


Our  computer-aided  design  and  manufacture 
(CAD/CAM)  system  makes  so  much  more  possible  in 
creating  custom-fit  prostheses  than  ever  before.  And 
new  lightiveight,  space  age  materials  mean  more 
for  our  patients  with  custom  orthoses.  — 
So  regardless  ofiohat  responsibilities  your 


patients  agree  to  in  life,  from  going  out  to  play  to 
attending  a special  occasion,  our  commitment 
to  comfort  never  waivers. 

Snell  Prosthetic  and  Orthotic  Laboratory  has 
been  in  business  since  1911.  We've  said  "I  do"  to 
our  patients  since  day  one. 


Prosthetic  & Orthotic 
Laboratory 


THE  LATEST  IN  TECHNOLOGY.  THE  BEST  IN  CARE. 


Offices  located  in  Little  Rock,  Russellville,  Fort  Smith,  Mountain  Home,  Fayetteville,  Hot  Springs,  North  Little  Rock,  and  Jonesboro. 

Little  Rock  (501)  664-2624  • Statewide  Toll-free  1-800-342-5541 

Founding  Members  of  PrimeCare  O&P  Netivork  - serving  the  southern  United  States. 


Arkansas  Medical  Society  2000  Budget 


INCOME 

Dues: 

$712,667 

Rent: 

$54,672 

Journal  and  Directory: 

$10,500 

Postage  and  Communications: 

$30,000 

Booth: 

$20,125 

Insurance  and  Bonds:  

$50,300 

Annual  Session: 

$35,700 

Auditing:  

$5,000 

AMA  Reimbursement: 

$10,000 

Council  and  Executive  Committee: 

$4,000 

Directory  and  Miscellaneous: 

$7,300 

Journal  and  Directory  Expense: 

$12,000 

Interest  Income:  

$70  000 

Dues  and  Subscriptions:  

$8,200 

Specialty  Desk: 

$9,957 

Gifts  and  Contributions: 

$2,500 

Continuing  Medical  Education: 

$13,500 

Alliance: 

$8,700 

Allocation  of  G.A.  Department: 

$5,000 

Legal  Services  (retainer):  

$27,426 

Educational  Programs: 

$50,000 

Committee/District  Meeting: 

$5,000 

Legal  Guide:  

$25,000 

Public  Relations: 

$3,000 

TOTAL 

$969,749 

Miscellaneous  Expenses: 

$5,000 

Office  Equipment  and  Furniture: 

$7,000 

EXPENSE 

Continuing  Medical  Education: 

$10,000 

Salaries: 

$318,436 

Contract  Labor: 

$5,000 

Travel  and  Convention: 

$35,000 

Winter  Meeting: 

$6,500 

AMA  Delegation: 

$27,000 

AMS  Resident  and  Student  Section: 

$6,000 

President’s  Account: 

$5,000 

Annual  Session: 

$57,425 

Taxes: 

$27,400 

Educational  Programs: 

$29,000 

Retirement: 

$35,000 

Physicians  Health  Committee:  

$10,000 

Stationery  and  Printing: 

$18,000 

MEFFA  — Dues: 

$11,957 

Office  Supplies  and  Expenses: 

$37,000 

Legal  Guide:  

$4,000 

Telephone: 

$10,000 

TOTAL 

$875,516 

Governmental  Affairs  Department 

INCOME 

Dues: 

$239,150 

Office  Supply,  Telephone,  Etc.: 

$5,800 

Income  — Misc.  Projects: 

$4,000 

Equipment  and  Furniture: 

$1,500 

TOTAL 

$243,150 

Auto,  Travel  and  Meeting: 

$50,000 

Legal  Retainer:  

$18,300 

EXPENSE 

Postage  and  Communications: 

$4,000 

Salaries: 

$132,618 

Insurance  and  Bonds:  

$7,650 

Retirement: 

$15,000 

Office  Allocation  To  AMS:  

$5,000 

Taxes: 

$9,700 

Audit  GA:  

$1,500 

Stationery  and  Printing: 

$4,000 

TOTAL 

$255,068 
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Report  of  the  Executive  Vice  President 

By  Ken  LaMastus,  CAE 


We  survived  the  Y2K  problem 
— the  lights  came  on,  and 
the  world  economy  did  not 
crash.  However,  many  physicians  in 
Arkansas  have  experienced  prob- 
lems  during  the  past  year.  The  Arkan- 
sas Medical  Society  is  continuing  to 
work  on  some  of  those  problems,  but 
others  can  only  be  solved  in  Wash- 
ington, D.C. 

One  problem  physicians  are  fac- 
ing is  that  insurance  companies  and 
large  self- insured  cannot  be  held  li- 
able for  their  actions  even  if  their  de- 
cisions harm  a patient  because  of  an 
ERISA  exemption.  Only  an  act  of 
Congress  can  solve  this  problem. 

The  Patient  Protection  Act  which 
would  hold  insurance  plans  account- 
able for  their  medical  decision  mak- 
ing passed  the  House  side  of  Congress 
a few  months  ago.  A different  insur- 
ance company-favored  version  passed 
the  Senate.  The  legislation  was  re- 
ferred to  a Conference  Committee,  but 
the  Republican  Speaker  of  the  House 
has  refused  to  appoint  any  representa- 
tives to  that  committee  who  favor  the 
Patient  Protection  Act.  Tins  does  not 
bode  well  for  the  legislation.  In  addi- 
tion, efforts  to  pass  “any  willing  pro- 
vider” legislation  in  Arkansas  were 
quelled  last  year  by  the  state  Senate. 

On  the  state  level,  managed  care 
is  still  one  of  physicians’  biggest  head- 
aches because  reimbursement  levels 
have  dropped  and  expenses  have  in- 
creased. Patients  who  are  being  told 
which  physicians  they  can  see  and 
what  hospitals  to  utilize  are  becom- 
ing upset.  The  public  is  concerned 
that  physicians  are  cowering  down  to 
insurance  companies  when  it  comes 
to  cost  containment.  They  fear  they 
are  not  getting  the  most  optimum 
treatment  that  their  physicians  want 
them  to  have.  Fortunately,  blame  is 
being  placed  on  managed  care  orga- 


nizations instead  of  on  physicians.  It 
is  extremely  important  now,  more  than 
ever,  that  physicians  maintain  their 
role  as  a patient’s  advocate. 

Slow  Payment  Concerns 

We  are  continuing  to  receive  com- 
plaints concerning  slow  payments  from 
insurance  companies  and  third  party 
administrators  for  self-insured.  The 
situation  creates  cash  flow  problems  for 
practices.  The  AMS  has  met  several 
times  with  Arkansas  Insurance  Com- 
missioner Mike  Pickens  regarding  the 
issue.  Also  the  commissioner  has  es- 
tablished a committee  to  review  the 
issue  and  has  promulgated  a new  rule 
for  prompt  payment.  An  AMS  staff 
person  is  serving  on  the  committee. 
The  commissioner  still  refuses  to  re- 
ceive complaints  from  individual  phy- 
sicians because  he  does  not  have 
enough  staff. 

Tobacco  Money  Goals 

The  society  continues  to  work  on 
the  tobacco  money  goals  established 
hy  the  AMS  Council.  The  No.  1 pri- 
ority should  be  for  tobacco  prevention, 
control  and  cessation.  The  No.  2 goal 
is  for  Medicaid  expansion.  Several 
meetings  are  being  held  across  the  state 
to  gain  legislative  support  to  prompt 
Gov.  Mike  Huckabee  to  call  a special 
legislative  session  to  appropriate  the 
money.  AMS  staff  is  working  in  these 
efforts. 

Workers’  Compensation 

David  Wroten,  AMS  assistant  ex- 
ecutive vice  president,  has  been  ac- 
tively working  with  the  Arkansas 
Workers’  Compensation  Commission 
to  increase  the  fee  schedule,  as  an  im- 
provement is  long  overdue. 

Long-range  Plans 

Dr.  Lloyd  Langston,  AMS  presi- 


dent, intends  to  establish  a long-range 
plan.  Dr.  Carlton  Chambers  has  been 
appointed  chairman  of  this  commit- 
tee, and  several  meetings  have  already 
taken  place.  A large  number  of  physi- 
cians from  across  the  state  have  vol- 
unteered their  time  and  input  into  the 
long-range  planning  process.  Work  is 
now  going  on  to  complete  the  long- 
range  plan,  and  it  should  be  ready  to 
be  presented  to  AMS  members  at  the 
2000  annual  meeting  in  May.  The 
world  is  changing,  and  the  society  must 
change  with  it. 

Valuable  input  was  provided  by 
many  of  the  physicians  participating 
in  the  long-range  planning  meetings. 
It  was  obvious  from  the  participat- 
ing physicians  that  they  are  not 
aware  of  the  many  things  the  AMS 
is  currently  doing.  One  of  the  con- 
cerns voiced  in  the  meetings  was  the 
lack  of  communication  between  the 
AMS  and  its  members.  The  leading 
concern  is  that  the  society  is  not  ad- 
equately using  the  Internet  for  com- 
munication. To  alleviate  this  prob- 
lem, the  society  is  checking  into  up- 
dating its  Internet  system  in  order  to 
provide  better  communication  with 
this  medium. 

Doctors’  Involvement 

I would  like  to  thank  the  leader- 
ship of  the  society  and  the  physicians 
from  across  the  state  who  partici- 
pated in  the  planning  process  for 
their  valuable  input.  The  doctors 
elected  and  appointed  to  various 
leadership  positions  donate  a great 
deal  of  valuable  time  in  activities 
that  benefit  physicians  and  their  pa- 
tients and  contribute  to  the  well  be- 
ing of  all  the  people  of  our  state.  I 
also  would  like  to  thank  the  AMS 
staff  — work  at  the  AMS  office  could 
not  go  on  without  good  employees. 
We  should  all  say  thank  you.  ■ 
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Freemyer  Collection  System  has  been  helping 
businesses  eliminate  their  bad  debt  problems 
since  1941.  When  you  work  with  the  trained 
professionals  at  Freemyer,  you  get  many  benefits. 

collection  experience 

•Bad  debts  are  collected  at  a competitive 
contingency  fee. 

• Representatives  are  on-hand  for  questions 
and  problems. 

•You  don’t  pay  fees  unless  collections  are  made. 

Call  one  of  our  representatives  today  at  1 -800-953-2225 
and  let  us  help  you  with  your  business’s  debts. 

A proud  supporter  of  the 
Arkansas  Medical  Society  Convention 

Freemyer 
- zL™T  Collection 
— System 

Endorsed  by  AHA  Services,  Inc. 

AMERICAN  collectors  A subsidiary  of  the 

association  member  Al'kailSaS  Hospital  Association 

1-800-953-2225 

WHAT  MOVED  AUTOMOTIVE  CRITICS  TO  SUCH  EFFUSIVE  PRAISE?  PERHAPS  IT  WAS  THE  S80‘S  201 -HORSEPOWER  ENGINE  THAT  OUTMUSCLES  THE  BMW  528i. 
THEN  AGAIN,  IT  MAY  HAVE  BEEN  ITS  HOST  OF  ACCOUTREMENTS,  LIKE  EIGHT-WAY  ADJUSTABLE  POWER  FRONT  SEATS  AND  AN  EIGHT-SPEAKER,  100-WATT  STEREO. 
OR  THE  FACT  THAT  THESE  ITEMS  ARE  PART  OF  THE  SAFEST  VOLVO  EVER  BUILT.  WHATEVER  THE  REASONS,  WE  WHOLEHEARTEDLY  CONCUR. 

JONES  VOLVO 

COME  TEST  DRIVE  THE  NEW  S80  TODAY!  590AS?TY 

562-9310 


©1999  Volvo  Cars  of  North  America,  Inc.  "Volvo,  for  life"  is  a registered  trademark  of  Volvo.  Always  remember  to  wear  your  seat  belt,  www.volvocars.com 
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Report 

As  a reward  for 
our  recruitment 
efforts,  the 
AMA  sent  our 
AMS-MSS 
chapter  a 
check  for 
approximately 
$3,000,  which 
will  be  used  for 
development 
efforts  such  as 
attendance  at 
sectional  and 
national 
meetings, 
recruitment 
and  support  of 
local  charities. 
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of  the  AMS  Medical  Student  Section 

By  Eric  P.  Shultz,  President 


It  is  my  distinct  pleasure  to  update  you 
regarding  the  activities  of  the  Medi- 
cal  Student  Section  of  the  Arkansas 
Medical  Society  and  the  American  Medi- 
cal Association.  1999  was  an  excellent 
year  for  us  in  many  respects.  In  the  areas 
of  state  and  national  membership,  the 
number  of  student  members  increased  to 
more  than  85%  of  all  medical  students. 
This  membership  increase  has  placed  us 
in  a good  position  to  serve  others  and 
communicate  the  virtues  of  organized 
medicine.  As  a reward  for  our  recruitment 
efforts,  the  AMA  sent  our  AMS-MSS 
chapter  a check  for  approximately  $3,000, 
which  will  be  used  for  development  efforts 
such  as  attendance  at  sectional  and  na- 
tional meetings,  recruitment  and  support 
of  local  charities. 

In  the  area  of  local  meetings,  the  stu- 
dent executive  council  focused  on  topics 
that  would  facilitate  both  renewed  inter- 
est and  understanding  about  local  and  na- 
tional issues.  Our  first  meeting  last  spring 
consisted  of  a panel  of  fourth-year  medi- 
cal students,  who  were  matched  in  vari- 
ous specialties  and  advised  underclassmen 
about  interviewing  and  other  challenges 
associated  with  obtaining  residency  posi- 
tions. In  addition,  we  held  meetings  per- 
taining to  medicine  and  law,  financial  aid 
and  the  importance  of  student  involve- 
ment as  it  relates  to  our  future  roles  as 
physicians  within  the  AMS  and  AMA. 
With  an  average  attendance  of  120  stu-  ■ 
dents,  all  of  the  meetings  were  a success. 

In  the  area  of  national  meetings, 
April  Davidson,  secretary-treasurer  of 
AMS-MSS,  and  I were  privileged  to  rep- 


resent Arkansas  at  the  AMA’s  national 
meeting,  held  in  Chicago  in  June  1999. 
Dwight  Johnson,  vice  president  of  the 
AMS-MSS,  and  I were  very  pleased  to 
be  chosen  as  the  representatives  for  the 
interim  meeting,  held  in  San  Diego  in 
December  1999.  Charles  Meshek  and 
Tom  VanHook,  both  of  whom  held  na- 
tional positions,  as  well  as  Heather 
Deimer  and  April  Davidson,  were  also  in 
attendance.  We  all  learned  a significant 
amount  of  information  about  the  inner 
workings  of  the  AMA  and  how  it  is  able 
to  serve  medical  students  from  the  first 
day  of  gross  anatomy  through  our  days  as 
practicing  physicians. 

dn  the  area  of  projects,  several  new 
ideas  have  been  proposed  and  imple- 
mented, including  a faculty-student  vol- 
leyball game  and  an  annual  book  sale. 
Through  fund  raising  and  other  various 
projects,  we  were  able  to  make  a contri- 
bution to  the  Arkansas  Battered  Women’s 
Society,  a cause  we  intend  to  continue 
supporting.  Additionally,  the  most  excit- 
ing project,  in  which  many  of  you  are  in- 
volved, is  the  Mentoring  Program,  which 
is  in  its  first  year  and  has  been  a great  suc- 
cess, according  to  student  feedback.  There 
is  still  work  to  be  done,  but,  with  contin- 
ued efforts,  this  will  be  one  of  the  most 
promising  endeavors  to  facilitate  student 
and  medical  society  member  interaction. 
Future  projects  include  a residency  fair  at 

UAMS. 

I look  forward  to  what  next  year  brings 
for  our  medical  student  section  of  the 
AMS.  Thank  you  for  your  continued  sup- 
port. ■ 
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Arkansas  Department  of  Health  1999  Highlights 

By  Fay  Boozman,  MD,  Director,  and  Mike  Huckabee,  Governor 


As  we  enter  a new  era  of  changes  in  health  needs 
and  health  care  delivery,  there  are  some  obvi- 
ous  principles  that  we  must  hold  to  if  we  are  to 
improve  the  health  of  Arkansans.  We  must  strive  for  a 
public  health  system  that  emphasizes  prevention,  has 
the  ability  to  document  and  recognize  the  warning 
signs  of  health  threats  and  has  the  capacity  to  respond 
quickly  and  effectively.  The  following  report  highlights 
our  efforts  to  support  that  important  principle. 

In  1999,  the  Arkansas  Department  of  Health: 

• Piloted  the  Hometown  Health  Improvement  Project 
in  Boone  County  and  expanded  the  project  into 
Union,  Scott,  Pike,  Polk,  Baxter,  Montgomery  and 
Washington  counties;  formed  a coalition  at  each  site  to 
address  its  unique  health  needs;  and  also  worked  with 
the  community  health  centers  to  form  the  Partner- 
nership  for  Healthy  Hometowns. 

• Developed  a statewide  infant  mortality  review  process 
and  designed  curriculum  and  provided  bereavement 
training  for  participants. 

• Conducted  a folic  acid  awareness  campaign  with  Ark- 
ansas Children’s  Hospital,  the  March  of  Dimes  and 
other  providers. 

• Created  the  Arkansas  Prenatal  and  Early  Childhood 
Nurse  Home  Visitation  Program  to  improve  teen-age 
prenatal  health  and  pregnancy  outcomes. 

• Aired  “The  Future  is  Yours,”  a teen  pregnancy  pre- 
vention television/radio  campaign. 

• Implemented  measles,  mumps  and  rubella,  or  MMR, 
vaccinations  in  selected  occupational  sites. 

• Responded  to  the  legislature’s  mandate  for  an  “Arkan- 
sas Comprehensive  Child  and  Adolescent  Nutrition 
Policy”  by  forming  a group  to  study  and  make  recom- 
mendations concerning  obesity. 

• Hosted  statewide  satellite  conferences  for  health  pro- 
fessionals concerning  pediatric  growth  chart  develop- 
ment, use  and  interpretation. 

• Formed  a partnership  with  Little  Rock’s  Martin  Luther 
King  Jr.  Interdistrict  Magnet  Elementary  School  and 
public/private  organizations  to  promote  good  nutrition 
and  physical  fitness  in  response  to  an  increase  in  dia- 
betes in  overweight  children. 

• Piloted  tuberculosis  screenings  of  foreign-born  college 
students. 

• Conducted  a statewide  seminar  to  inform  mammo- 
graphy technologists  about  the  final  regulations  for  the 
Mammography  Quality  Standards  Act. 


Selected  Statistical  Indicators 


Maternal  and  Child  Health 

Child  Health  Patients 30,163 

EPSDT  Screening 25,912 

Family  Planning  Patients 83,514 

Maternity  Patients 16,932 

WIC  Clients 101,626 

Communicable  Disease  Control 

AIDS  Testing/Counseling 78,595 

TB  Skin  Tests 99,676 

Immunizations 

HIB 104,270 

Polio 60,908 

DTP 137,306 

TD  (Adult) 38,327 

MMR 99,881 

DT  (Pediatric) 431 

ElPV(Salk) 51,261 

Hep  B 167,486 

Varicella 38,961 

Breast  and  Cervical  Cancer  Control 

Screening  Mammograms 5,065 

Screening  Pap  Smears 2,114 

In-Home  Services 

Patient  Admissions 29,656 

Recovering  Patient  Visits 306,426 

Chronic  Patient  Visits 103,524 

Frail  Patient  Hours 1,524,013 

Hospice  Patient  Days 35,203 

Substance  Abuse  Treatment 

Adults  Served 12,936 

Adolescents  Served 401 

Regional  Alcohol  and  Drug 

Detoxification  (RADD)  Patients 2,584 

Laboratory  Sample  Analyses 

438,760 


• Implemented  the  Consumer-Patient  Radiation  Health 
and  Safety  Act  and  conducted  the  initial  meeting  of 
the  Medical  Ionizing  Radiation  Licensure  Committee 
to  develop  the  Radiologic  Technologist  Licensure 
Program. 
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Licensed  the  first  Gamma  Knife  Unit  at  the  University 
of  Arkansas  for  Medical  Sciences  to  treat  inoperable 
brain  cancer  and  brain  function  disorders. 

Established  an  Office  of  Resource  Development  to 
explore  potential  new  funding  opportunities. 

Published  the  first  edition  of  Diabetes  News  to  enhance 
communication  between  the  public  and  private  sectors. 
Administered  the  first  Arkansas  Youth  Tobacco  Survey. 
Participated  in  developing  “The  Resource  Guide: 
Assisting  Victims  of  Family  Violence,”  which  provides 
indicators  of  family  violence  and  suggests  questions  and 
appropriate  responses. 

Implemented  EIA  testing  for  measles  IgM  and  rubella 
IgM  and  IgG. 

Collaborated  with  Recovery  Centers  of  Arkansas’ 
Greater  Assistance  to  those  In  Need  Inc.,  also  known 
as  GAIN,  to  offer  substance  abuse  treatment,  mental 
health  services,  housing  and  job  placement  for  people 
who  suffer  from  mental  illness  and  substance  abuse. 
Presented,  by  satellite  down  link,  two  Harvard  School 
of  Public  Health  violence  prevention  forums  for 
community  leaders. 


Established  the  Delta  Diabetes  Council  in  southeast 
Arkansas  with  the  American  Diabetes  Association. 
Established  a centralized  AIDS  Drug  Assistance  Program 
to  reduce  drug  costs  for  treating  patients  with  HIV. 
Established  partnerships  with  area  providers  and  agen- 
cies to  develop  a statewide  influenza  emergency  plan. 
Conducted  quarterly  private-providers  meetings  to 
address  HIV-related  topics. 

Received  a Centers  for  Disease  Control  and  Prevention 
grant  to  work  with  Little  Rock  Veterans  Administration 
Medical  Center  to  conduct  spoligotyping  studies  on 
mycobacterium  tuberculosis  isolates. 

Received  a CDC  grant  to  establish  a state  clinical 
laboratory  network. 

Approved  funding  through  the  State  Health  Build- 
ing/Local Grant  Trust  Fund  to  renovate  the  health 
unit  in  DeQueen  and  to  construct  units  in  Van 
Buren,  Beebe  and  Hampton.  Received  community 
development  block  grant  funds  to  construct  a unit 
in  Dumas. 

Received  a CDC  grant  to  assess  the  department’s  ability 
to  respond  to  a chemical  or  bioterroristic  event.  ■ 
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Collection  Agency 
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Arkansas  Health  Care  Access  Foundation  Inc. 

By  Michael  C.  Young,  MD,  President,  and  Pat  Keller,  LSW,  CVM,  Program  Director 


As  a family  practice  physician  in 
rural  Arkansas,  it  is  my  privilege 
to  serve  as  president  of  the  Ar- 
kansas Health  Care  Access  Founda- 
tion Inc.,  or  AHCAF,  in  the  year  2000. 
I consider  it  an  honor  to  represent, 
as  well  as  participate,  in  the  founda- 
tion. I hope 
this  year 
“compassion 
in  helping 
others”  be- 
comes a goal 
we  continue 
to  meet  as  we 
give  of  our 
gifts  to  others. 

AHCAF 
was  begun 
with  the  hope 
of  making  a difference  in  the  lives  of 
the  medically  needy.  Because  of  the 
help  and  compassion  of  many  Arkan- 
sas physicians  and  medical  profession- 
als during  the  last  nine  years,  the 
progress  of  this  organization  has  been 
extraordinary. 

AHCAF  and  its  dedicated  profes- 
sionals are  committed  to  providing  for 
the  medical  needs  of  many  of  the 
200,000  uninsured,  low-income  Arkan- 
sans. Because  of  the  expansion  of  the 
program,  eligible  Arkansans  may  have 
a variety  of  their  needs  met,  including 
medical  visits,  prescription  assistance 
and  dental  care. 

In  1997,  AHCAF  established  the 
Donated  Dental  Services  Program  to 
provide  one-time  comprehensive 
dental  treatment  to  disabled,  elderly 
or  medically  compromised  Arkan- 
sans. Volunteer  dentists,  oral  surgeons 
and  dental  laboratories  donate  their 
treatment  to  qualified  Arkansans. 
This  very  popular  program  has  re- 
ceived more  than  800  qualified  appli- 
cations since  its  inception.  This  past 


year,  treatment  was  completed  on  70 
patients  with  donated  services  total- 
ing more  than  $88,600. 

AHCAF  is  currently  offering  medi- 
cal services  to  approximately  4,000  ac- 
tive applicants  at  an  annual  cost  of  $20 
per  person.  The  program  has  served 
60,000  Arkansans  since  its  beginning. 
The  most  frequently  utilized  service 
is  physician  office  visits.  Ancillary 
services  include  dental  visits,  free  and 
discounted  prescriptions,  hospitaliza- 
tion/out-patient  services,  home 
health  care  and  access  to  podiatrists. 
In  1999,  the  foundation  processed 
more  than  12,000  telephone  calls  and 
documented  more  than  2,000  refer- 
rals. Additional  visits  and  services  are 
provided  by  the  volunteers  at  their 
own  discretion  but  are  not  tracked  by 
the  foundation. 

The  support  of  professional  asso- 
ciations and  societies  representing  the 
medical  professions  involved  with  the 
program  is  crucial  to  the  program’s 
continued  success.  We  are  grateful  to 
the  Arkansas  Medical  Society  for  its 
in-kind  support  and  assistance;  the 
Arkansas  Hospital  Association;  the 
Arkansas  Pharmacists’  Association; 
the  Home  Care  Association  of  Arkan- 
sas; the  Arkansas  Podiatric  Medical 
Association;  and  the  Arkansas  State 
Dental  Association  for  believing  in 
AHCAF. 

We  offer  our  profound  thanks  to 
the  Arkansas  Department  of  Human 
Services  for  financial  support  of  the 
program  and  the  local  DHS  county 
offices  for  staff  support  in  screening 
the  majority  of  participants.  AHCAF 
could  not  function  without  the  in- 
valuable assistance  of  these  agencies, 
which  help  link  individuals  with  our 
service. 

The  foundation  continues  its 
longstanding  cooperation  with  the 


Arkansas  Department  of  Health  hy 
providing  treatment  resources  for  pa- 
tients participating  in  several  ADH 
programs,  including  the  Breast  and 
Cervical  Cancer  Control  Program, 
and  those  needing  follow  up  for  sus- 
picious Pap  smears.  The  county 
health  units  serve  as  a point  of  entry 
into  the  AHCAF  program  hy  screen- 
ing applicants  who  are  enrolled  in 
their  Department  of  Health  pro- 
grams. 

This  year  we  published  our  first 
newsletter,  thanks  to  a donation  of 
$ 1 ,000  by  SmithKline  Beecham  Phar- 
maceuticals. We  continue  to  receive 
occasional  small  donations  to  the  Tom 
Tapp  Fund,  which  is  used  to  purchase 
necessary  medicines  that  are  not  af- 
fordable to  certain  patients. 

AHCAF  has  collaborated  with 
several  faith-based  volunteer  commu- 
nity health  clinics  in  order  to  reach 
more  Arkansans  and  has  assisted  those 
patients  in  securing  additional  medi- 
cal care.  AHCAF  staff  also  are  re-edu- 
cating physicians  who  work  with  the 
community  health  clinics  within  the 
state.  Collaboration  with  other  pro- 
grams will  he  a priority  in  the  follow- 
ing months. 

We  remain  especially  thankful 
to  th  e volunteer  hoard  and  the 
AHCAF  volunteer  professionals  for 
their  untiring  commitment  and  gifts 
of  time  and  energy. 

If  you  are  not  involved  with  the 
Arkansas  Health  Care  Access  Foun- 
dation, please  consider  becoming  a 
volunteer  for  a program  that  is  spon- 
sored by  the  Arkansas  Medical  So- 
ciety. Your  gift  of  compassion  will 
be  a blessing  for  someone  less  for- 
tunate. If  you  wish  to  know  more, 
please  call  me  at  (870)  887-6651  or 
Pat  Keller  at  (501 ) 221-3033  or  (800) 
950-8233.  ■ 


Sympathy 
sees  and  says, 
“I’m  sorry.” 
Compassion 
sees  and  says, 
“I  will  help.” 
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1 999  Annual  Report 
of  the  Arkansas  State  Medical  Board 


Including  Statistics , Proceedings,  Regulations  and  Amendments 


The  1999  members  and  officers  of  the  Arkansas 
State  Medical  Board  are  as  follows:  W.  Ray  Jouett, 
MD,  chairman;  Warren  M.  Douglas,  MD,  vice 
chairman;  Alonzo  D.  Williams  Sr.,  MD,  secretary; 
John  B.  Currie  Sr.,  treasurer;  J.R.  Baker,  MD;  John  E. 
Bell,  MD;  Sue  R.  Chambers,  MD;  Ted  J.  Feimster, 


MD;  David  C.  Jacks,  MD;  Trent  R Pierce,  MD; 
Orman  W.  Simmons,  MD;  C.E.  Tommey,  MD;  and 
James  E.  Zini,  DO. 

The  Board  met  bimonthly  and  addressed  com- 
plaints, hearings  and  other  pertinent  business  affect- 
ing health  care  in  the  state  of  Arkansas. 


1999  Statistics 


1999  Licensing  Statistics 

Medical  Doctors  and  Doctors 

of  Osteopathy  Licensed 368 

Medical  Doctors  and  Doctors 

of  Osteopathy  (total) 7,889 

Medical  Doctors  and  Doctors 

of  Osteopathy  (in  state)  4,950 

Occupational  Therapists  Licensed 99 

Occupational  Therapists 915 

Occupational  Therapist  Assistants  Licensed 16 

Occupational  Therapist  Assistants 125 

Physician  Trained  Assistants 8 

Physician  Trained  Assistants  (total)  45 

Respiratory  Care  Therapists  Licensed 126 

Respiratory  Care  Therapists 1,224 


Summary  of  Board  Proceedings  for  1999 

Individual  Complaints  and  Discussions  (total)  241 

Complaints  (including  investigations)  136 

Discussions 105 


Complaint  (not  including  investigations) 


Advertising 1 

Alcohol/Drugs 1 

Billing  Discrepancies 7 

Communication  or  Dr./Patient  Conflict 28 


Data  Bank  Report 0 

Emergency  Room  Treatment 1 

Ethics 4 

Office  Personnel 3 

Falsifying  Information 1 

Failure  to  Release  Medical  Records 4 

Miscellaneous 14 

Negligence 9 

Practicing/Allowing  to  Practice  without  a License  ...  0 

Over  Charging 0 

Over  Prescribing 6 

Over  Testing 0 

Actions  Taken  by  Other  States 0 

Lack  of  Physician  Response 29 

Quality  of  Care  Issue 27 

Record  Keeping 0 

Self  Prescribing 0 

Sexual  Harassment 2 


1999  Board  Actions 


Probation 3 

Suspension 4 

Suspension  (stayed) 1 

Revocation 7 

Revocation  (stayed)  6 

Surrendered 3 
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Regulations  Passed  by  the  Board 
and/or  Amended  During  1999 


Regulation  No.  23: 

Malpractice  Reporting 

A.C.A.  17-95-103  requires  every  physician  licensed  to 
practice  medicine  and  surgery  in  the  State  of  Arkansas  to 
report  to  the  Arkansas  State  Medical  Board  within  ten  days 
after  receipt  or  notification  of  any  claim  or  filing  of  a law- 
suit against  him  charging  him  with  medical  malpractice. 
The  Notice  from  the  physician  to  the  Board  shall  be  sent 
by  registered  letter  upon  such  forms  as  may  be  obtained  at 
the  office  of  the  Board. 

In  addition  to  completing  the  form,  the  physician  should 
attach  to  the  form  a copy  of  the  complaint  if  a lawsuit  has 
been  filed  against  him. 

Should  a physician  fail  to  comply  with  the  terms  of  Ark. 
Code  Ann.  17-95-103  and  these  Rules  and  Regulations, 
such  a violation  shall  be  cause  for  revocation,  suspension, 
probation  or  monetary  fine  as  may  be  determined  by  the 
Board  after  bringing  of  formal  charges  and  notifying  the 
physician  under  the  provisions  of  the  Arkansas  Medical 
Practices  Act  and  the  Administrative  Procedures  Act. 
History:  Adopted  August  12,  1999 

Regulation  No.  24: 

Rules  Governing  Physician  Assistants 

1 . A physician  assistant  must  possess  a license  issued 

by  the  Arkansas  State  Medical  Board  prior  to 

engaging  in  such  occupation. 

2.  To  obtain  a license  from  the  Arkansas  State  Medical 

Board  the  physician  assistant  must  do  the  following: 

a.  Answer  all  questions  to  include  the  providing  of  all 
documentation  requested  on  an  application  form 
as  provided  by  the  Arkansas  State  Medical  Board; 

b.  Pay  the  required  fee  for  licensure  as  delineated 
elsewhere  in  this  regulation; 

c.  Provide  proof  of  successful  completion  of  Physician 
Assistant  National  Certifying  Examination,  as 
administered  by  the  National  Commission  on 
Certification  of  Physician  Assistants; 

d.  Certify  and  provide  such  documentation,  as  the 
Arkansas  State  Medical  Board  should  require  that 
the  applicant  is  mentally  and  physically  able  to 
engage  safely  in  the  role  as  a physician  assistant; 

e.  Certify  that  the  applicant  is  not  under  any  current 
discipline,  revocation,  suspension  or  probation  or 


investigation  from  any  other  licensing  board; 

f.  Provide  letters  of  recommendation  as  to  good 
moral  character  and  quality  of  practice  history; 

g.  The  applicant  should  be  at  least  21  years  of  age; 

h.  Show  proof  of  graduation  with  a Bachelor’s  Degree 
from  an  accredited  college  or  university  or  prior 
service  as  a military  corpsman; 

i.  Provide  proof  of  graduation  of  a physician  assistant 
education  program  recognized  by  the  Committee 
on  Allied  Health  Education  and  Accreditation  or 
the  Commission  on  Accreditation  of  Allied 
Health  Education  Programs. 

j.  Show  successful  completion  of  the  Jurisprudence 
examination  as  administered  by  the  Arkansas  State 
Medical  Board  covering  the  statutes  and  Rules  and 
Regulations  of  the  Medical  Board,  the  Arkansas 
Medical  Practices  Act,  the  Physician  Assistant 
Act,  and  the  laws  and  rules  governing  the  writing 
of  prescriptions  for  legend  drugs  and  scheduled 
medication; 

k.  The  submission  and  approval  by  the  Board  of  a 
protocol  delineating  the  scope  of  practice  that  the 
physician  assistant  will  engage  in,  the  program  of 
evaluation  and  supervision  by  the  supervising 
physician;. 

l.  The  receipt  and  approval  by  the  Arkansas  State 
Medical  Board  of  the  supervising  physician  for  the 
physician  assistant  on  such  forms  as  issued  by  the 
Arkansas  State  Medical  Board;. 

m.  Provide  proof  of  medical  liability  insurance. 

3.  (Not  yet  approved.) 

4.  The  Protocol. 

a.  This  protocol  is  to  be  completed  and  signed  by  the 
physician  assistant  and  his  designated  supervising 
physician.  Said  protocol  will  be  written  in  the 
form  issued  by  the  Arkansas  State  Medical  Board. 
Said  protocol  must  be  accepted  and  approved  by 
the  Arkansas  State  Medical  Board  prior  to  been 
sure  of  the  physician  assistant. 

b.  Any  change  in  protocol  will  be  submitted  to  the 
Board  and  approved  by  the  Board  prior  to  any 
change  in  the  protocol  being  enacted  by  the 
physician  assistant. 
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c.  The  protocol  form  provided  by 
the  Board  and  as  completed  by 
the  physician  assistant  and  the 
supervising  physician  will 
include  the  following: 

( 1 ) area  or  type  of  practice; 

(2)  location  of  practice; 

(3)  geographic  range  of  supervis- 
ing physician; 

(4)  the  type  and  frequency  of 
supervision  by  the  supervis- 
ing physician; 

(5)  the  process  of  evaluation  by 
the  supervising  physician; 

(6)  the  name  of  the  supervising 
physician; 

(7)  the  qualifications  of  the 
supervising  physician  in  the 
area  or  type  of  practice  that 
the  physician  assistant  will 
be  functioning  in; 

(8)  the  type  of  drug  prescribing 
authorization  delegated  to 
the  physician  assistant  by  the 
supervising  physician; 

(9)  the  name  of  the  back  up 
supervising  physicians  and  a 
description  of  when  the 
back-up  supervising  physi- 
cian will  be  utilized. 

5.  (Not  yet  approved.) 

6.  A supervising  physician  should 
be  available  for  immediate 
telephone  contact  with  the 
physician  assistant  any  time  the 
physician  assistant  is  rendering 
services  to  the  public.  A 
supervising  physician  must  be 
able  to  reach  the  location  of 
where  the  physician  assistant  is 
rendering  services  to  the  patients 
within  one  hour. 

7.  The  supervising  physician  for  a 
physician  assistant  must  fill  out 
a form  provided  by  the  Board 
prior  to  him  becoming  a super- 
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vising  physician.  Said  supervisi- 
ing  physician  must  provide  to 
the  Board  his  name,  business 
address,  licensure,  his  qualifica- 
tions  in  the  field  of  practice  in 
which  the  physician  assistant 
will  be  practicing  and  the 
name(s)  of  the  physician 
assistant(s)  he  intends  to 
supervise. 

8.  Physician  assistants  provide 
medical  services  to  patients  in  a 
pre-approved  area  of  medicine. 
Physician  assistants  will  have  to 
provide  medical  services  to  the 
patients  consistent  with  the 
standards  that  a licensed  physi- 
cian  would  provide  to  a patient. 
As  such,  the  physician  assistant 
must  comply  with  the  standards 
of  medical  care  of  a licensed 
physician  as  stated  in  the  Medi- 
cal Practices  Act,  the  Rules  and 
Regulations  of  the  Board  and  the 
Orders  of  the  Arkansas  State 
Medical  Board.  A violation  of 
said  standards  can  result  in  the 
revocation  or  suspense  of  the 
license  when  ordered  by  the 
Board  after  disciplinary  charges 
are  brought. 

9.  (Not  yet  approved.) 

10.  Continuing  Medical  Education: 

a.  A physician  assistant  who 
holds  an  active  license  to 
practice  in  the  state  of 
Arkansas  shall  complete  20 
credit  hours  per  year  of 
continuing  medical  education. 

b.  If  a person  holding  an  active 
license  as  a physician 
assistant  in  this  state  fails  to 
meet  the  foregoing  require 
ment  because  of  illness, 
military  service,  medical  or 
religious  missionary  activity, 
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residence  in  a foreign  country 
or  other  extenuating  circum- 
stances, the  board  upon  appro- 
priate written  application  may 
grant  an  extension  of  time  to 
complete  the  same  on  an 
individual  basis. 

c.  Each  year,  with  the  application 
for  renewal  of  an  active  license 
as  a physician  assistant  in  this 
state,  the  Board  will  include  a 
form  that  requires  the  person 
holding  the  license  to  certify  hy 
signature,  under  penalty  of 
perjury,  and  disciplined  by  the 
Board,  that  he  or  she  has  met  the 
stipulating  continuing  medical 
education  requirements.  In 
addition,  the  Board  may  ran- 
domly require  physician  assis- 
tants submitting  such  a certifica- 
tion to  demonstrate,  prior  to 
renewal  of  license,  satisfaction  of 
continuing  medical  education 
requirements  stated  in  his  or  her 
certification. 

d.  Continuing  medical  education 
records  must  be  kept  by  the 
licensee  in  an  orderly  manner. 
All  records  relative  to  continu- 
ing medical  education  must  be 
maintained  hy  the  licensee  for  at 
least  three  years  from  the  end  of 
the  reporting  period.  The 
records  or  copies  of  the  forms 
must  be  provided  or  made 
available  to  the  Arkansas  State 
Medical  Board. 

e.  Failure  to  complete  continuing 
education  hours  as  required  or 
failure  to  be  able  to  produce 
records  reflecting  that  one  has 
completed  the  required  mini- 
mum medical  education  hours 
shall  be  a violation  and  may 
result  in  the  licensee  having  his 
license  suspended  and/or 
revoked. 

History:  Adopted  October  7,  1999 
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CME  Accreditation 
Committee  Report 

By  Steven  Strode,  MD,  Chairman 


The  Continuing  Medical  Educa- 
tion  Accreditation  Committee 
is  charged  with  the  responsibil- 
ity to  accredit  intrastate  sponsors  of 
continuing  medical  education,  or 
CME.  The  committee  accredits  orga- 
nizations such  as  hospitals,  not  indi- 
vidual CME  activities.  Among  other 
benefits,  accreditation  bestows  upon  an 
organization  the  privilege  of  designat- 
ing CME  activities  for  the  AMA  Cat- 
egory 1 credit.  Only  accredited  CME 
sponsors  may  designate  activities  for 
AMA  credit. 

During  1999  the  committee  met  in 
March,  August  and  October.  The 
committee  reviewed  three  of  our  nine 
sponsors  during  1999  and  took  the 
following  accreditation  actions: 

• Baxter  County  Regional  Medical 
Center  — two  years  full  accreditation. 
• Washington  Regional  Medical 
Center — two  years  full  accreditation. 
• North  Arkansas  Medical  Center — 
two  years  full  accreditation. 

Other  sponsors  are  as  follows: 
Baptist  Medical  Center,  Conway 
Regional  Medical  Center,  National 
Park  Medical  Center,  St.  Joseph’s 
Regional  Health  Center,  St.  Vincent 
Infirmary  Medical  Center  and  the  VA 
Medical  Center. 

CME  accreditation  is  accom- 
plished under  the  auspices  of  the 
Accreditation  Council  for  Continuing 
Medical  Education,  or  ACCME.  The 
national  organization  consisting  of 
seven  parent  organizations — 
including  the  American  Medical 
Association  and  the  American 
Hospital  Association — have  estab- 
lished a nationwide  system  of 
accreditation  for  sponsors  of  CME. 
The  ACCME  directly  accredits 
sponsors  whose  scope  is  national  or 
regional.  For  intrastate  sponsors,  the 
ACCME  has  established  a 
“recognition”  system  whereby  it 
recognizes  certain  organizations, 
usually  state  medical  societies,  to  con- 


duct the  accreditation  functions 
within  their  state.  In  1999,  a recogni- 
tion survey  of  the  AMS  was  conducted 
by  the  ACCME  s Committee  for  Review 
and  Recognition.  Satisfactory  comple- 
tion of  the  survey  is  a requirement  for 
the  AMS  to  maintain  its  “recognized” 
status.  Results  of  the  survey  have  not 
been  received. 

The  ACCME  has  adopted  a new 
system  of  accreditation,  System  98, 
which  the  AMS  also  has  adopted.  The 
new  system  was  developed  with  the 
input  of  providers  and  accreditors  and 
will  be  more  user-friendly.  Plans  are 
underway  to  have  the  new  system  in 
place  by  fall  2000.  CME  sponsors  will 
be  surveyed  under  the  new  system  be- 
ginning in  2001. 

Our  committee  was  involved  in 
sponsoring  two  seminars  this  year  for 
CME  sponsors.  We  continued  our  co- 
sponsorship of  the  Southeast  CME 
Symposium  with  the  state  medical 
associations  of  Alabama,  Mississippi 
and  Louisiana.  The  1999  symposium 
was  held  in  Point  Clear,  Ala.  In 
October,  we  sponsored  a 1 1 /2-day 
workshop  for  Arkansas  CME  providers 
in  Eureka  Springs.  This  was  the  third 
of  what  we  hope  will  continue  to  be 
an  annual  event. 

My  report  would  not  be  complete 
without  calling  your  attention  to  the 
enormous  amount  of  time  and  en- 
ergy expended  by  the  committee 
members  and  the  AMS  staff.  For 
each  of  the  accreditation  decisions 
mentioned  above,  many  hours  of 
preparation  is  involved  in  reviewing 
applications,  conducting  the  manda- 
tory on-site  survey  of  the  sponsor  and 
developing  the  reports  and  summa- 
ries of  our  findings.  In  addition, 
committee  members  and  staff 
handled  countless  inquiries  from 
sponsors  and  prospective  sponsors, 
often  necessitating  on-site  consults 
at  locations  around  the  state.  Many 
thanks  to  these  volunteers.  ■ 
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Medical  Education  Foundation  for  Arkansas  Report 

By  Martin  Eisele,  MD,  President 


The  Medical  Education  Founda- 
tion  for  Arkansas  was  organized 
by  the  Arkansas  Medical  Soci- 
ety in  1959.  Members  of  the  board  are 
Drs.  William  Bishop,  Little  Rock; 
James  Kyser,  Little  Rock;  Jan  Turley, 
Rogers;  and  Mr.  Steve  Shrum,  medi- 
cal student  representative.  Serving  as 
ex-officio  with  voting  power  are  the 
Arkansas  Medical  Society  president, 
president-elect,  immediate  past  presi- 
dent and  the  dean  of  the  University 
of  Arkansas  College  of  Medicine. 

The  Foundation  receives  funds 
contributed  hy  the  Arkansas  Medical 
Society  that  amounts  to  $5  for  each  full 
dues  paying  member  per  year.  Since 
MEFFA  is  a tax  exempt  (501(c)(3) 
Foundation,  all  contributions  are  tax 
deductible.  By  conservative  investment 
and  expenditures,  the  Foundation  has 
grown  to  a net  worth  in  excess  of 
$650,000.  The  Foundation  has  an  in- 


dependent audit  each  year  and  a copy 
of  the  audit  is  provided  to  the  Coun- 
cil. Funds  are  used  each  year  to  pro- 
mote the  art  and  science  of  medicine 
and  the  betterment  of  the  health  of  the 
public  by  providing  financial  support 
to  recognize  schools  or  institutions  that 
provide  primary  and  advanced  medi- 
cal education.  The  Board  has  estab- 
lished a policy  of  accumulating  funds 
over  a period  of  time  so  that  in  the  fu- 
ture the  Foundation  will  have  adequate 
funds  to  undertake  major  projects. 

During  1999  the  Foundation  made 
the  following  contributions  to  the 
University  of  Arkansas  College  of 
Medicine: 

• $21 ,150  for  equipment  to  be  used 
for  medical  student  education. 

• $8,000  to  the  UAMS  Distin- 
guished Lecture  Series  ( 10  lectures 
at  $800  each). 

• $5,000  to  the  Ben  Saltzman  En- 


dowed Chair  in  Rural  Family  Medi- 
cine. 

• $2,000  to  the  History  of  Medicine 
Associates. 

The  MEFFA  Board  also  approved 
establishing  a 1 70  Plan,  or  planned  giv- 
ing plan.  The  program  accepts  contri- 
butions from  physicians.  The  contri- 
butions are  used  to  purchase  lifetime 
annuities.  At  retirement,  physicians 
and  their  beneficiary  may  draw  from 
the  annuity.  At  their  death,  the  pro- 
ceeds of  the  life  insurance  less  10%  is 
paid  to  MEFFA.  A portion  of  the  con- 
tribution is  tax  deductible. 

In  1999,  the  MEFFA  Board  trans- 
ferred $578,000  in  funds  to  an  account 
with  the  Arkansas  Community  Foun- 
dation. Earnings  from  the  fund  are  still 
controlled  by  the  MEFFA  Board.  This 
avoided  future  tax  liability  by  MEFFA 
and  will  provide  a lower  investment 
cost  of  managing  the  funds.  ■ 
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Arkansas  Medical 
Foundation  Report 

By  Joe  L.  Martindale,  MD,  Medical  Director 


The  Physicians’  Health  Commit- 
tee was  formed  to  intervene,  as- 
sist and  advocate  for  physicians 
with  substance  abuse  problems.  Fund- 
ing for  the  Foundation  is  provided 
through  an  increase  in  licensure  fees  of 
all  Arkansas  physicians.  The  Arkansas 
Medical  Foundation  is  a 501(c)(3)  or- 
ganization. All  inquiries,  requests  for 
help  and  assistance  provided  are  con- 
sidered confidential. 

Members  of  the  Arkansas  Medical 
Foundation  Board  of  Directors  are 
Larry  Lawson,  MD,  Paragould,  presi- 
dent; Joanna  Seibert,  MD,  Little  Rock, 
vice  president;  Ms.  Karen  Ballard, 
Little  Rock,  secretary/treasurer;  Glen 
Baker,  MD,  Little  Rock;  and  John 
Lynch,  DO.  Ex-officio  members  are 
Ray  Jouett,  MD,  Little  Rock,  chairman 
of  the  Arkansas  State  Medical  Board, 
and  Ken  LaMastus,  Little  Rock,  execu- 
tive vice  president  of  the  Arkansas 
Medical  Society.  Dr.  Glen  Baker  has 
completed  his  term  on  the  board.  The 
board  is  seeking  a replacement  for  the 
position  and  will  make  a recommen- 
dation to  the  AMS  Council  at  the  May 
meeting. 

Activities  for  1999  included: 

• This  year  optometrists  were  added 
to  the  monitoring  program.  Partici- 
pants in  our  program  now  include 
physicians,  licensed  respiratory  care 
therapists,  dentists,  dental  hygienists 
and  optometrists. 

• Sixty-two  physicians  and  seven  den- 
tists, as  well  as  physicians  from  other 
states  who  serve  as  “locum  tenens” 
in  Arkansas,  are  currently  being 
monitored. 

• Six  physicians  and  two  dentists  have 
had  relapses  in  the  past  3-1/2  years. 
There  has  not  been  a relapse  since 
January  4,  1998.  Two  of  these  physi- 
cians are  no  longer  practicing  medi- 


cine, and  the  other  four  have  suc- 
cessfully completed  their  treatment 
for  relapse  and  are  currently  being 
monitored  by  the  committee.  Both 
dentists  have  successfully  completed 
their  treatment  for  relapse  and  are 
also  being  monitored  by  the  com- 
mittee. 

• We  continue  to  work  with  health 
maintenance  organizations,  pre- 
ferred provider  organizations, 
hospital  credentialing  committees, 
malpractice  carriers,  probationary 
officers,  state  medical  boards,  state 
monitoring  programs,  respective 
Arkansas  licensing  entities  and  the 
DEA  to  help  physicians  to  continue 
practicing  medicine. 

• We  have  been  contacted  by  various 
entities  with  prospective  employ- 
ment opportunities  for  physicians  in 
emergency  rooms,  covering  clinics 
when  other  physicians  are  on  vaca- 
tion and  for  recovering  physicians 
to  join  established  practices. 

• We  have  become  a directed  practice 
site  for  students  of  Arkansas  Tech 
University  Health  Information 
Management  Program.  This  allows 
students  to  explore  other  means  of 
non-traditional  employment  within 
the  medical  record  field. 

• We  continue  to  keep  participants 
informed  of  continuing  medical 
education  courses  related  to  sub- 
stance abuse,  prescription  writing, 
sexual  issues,  ethics,  stress  manage- 
ment and  other  topics  of  interest. 

• We  are  currently  working  to  estab- 
lish strong  support  groups  for  physi- 
cians, their  spouses  and  children.  A 
workshop  for  spouses  was  held  in 
March  2000. 

• An  article  about  our  program  was 
published  in  the  December  1999  is- 
sue of  The  Journal  of  the  Arkansas 
Medical  Society.  ■ 
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Report  of  AMS  Benefits  Inc. 

By  Lloyd  Langston,  MD,  Chairman  of  the  Board 


A MS  Benefits  Inc.  is  a for-profit, 
wholly  owned  subsidiary  of  the  Arkan- 
sas Medical  Society.  One  of  the  duties 
of  the  AMS  president  is  to  serve  as  chairman 
of  the  board  of  directors  of  AMS  Benefits.  By 
issuing  an  annual  report  to  the  AMS  House 
of  Delegates,  the  board  hopes  to  keep  the 
AMS  membership  apprised  of  our  activities 
and  to  remind  members  of  the  services  avail- 
able through  this  organization. 

The  primary  mission  of  AMS  Benefits  is  to 
administer  and  promote  AMS  sponsored  insur- 
ance programs.  The  company  is  licensed 
through  the  Arkansas  Insurance  Department 
and  has  a full-time  licensed  agent,  Alanna 
Scheffer.  Revenue  for  the  company  is  derived 
from  administering  the  AMS  Health  Benefit 
Plan  and  by  marketing  other  products  to  AMS 
members  through  Hoffman-Henry  Insurance 
Agency.  American  Investors  Life  Insurance 
Company  in  Little  Rock  underwrites  the  AMS 
Health  Benefit  Plan. 

Revenue  generated  by  the  health  plan  was 
more  than  $150,000,  which  represents  a 7% 
increase  over  the  previous  year.  Revenue  gen- 
erated by  the  marketing  of  other  products 
through  Hoffman-Henry  was  $4,800.  Net  in- 
come for  AMS  Benefits  Inc.  on  a cash  basis 
was  about  $32,000. 

Despite  the  drastic  changes  in  the  group 
health  insurance  arena,  the  health  plan  still 
continues  to  grow.  AMS  Benefits  has  added 
1 59  employees  to  the  plan  for  a net  growth  of 
17%.  We  have  86  clinics  insured,  represent- 
ing more  than  1,800  lives  (employees  and  de- 
pendents). The  total  annual  premium  paid 
during  1999  exceeded  $3  million. 

I would  like  to  bring  to  your  attention 
some  recent  events  with  American  Investors 
and  the  AMS  Health  Benefit  Plan.  Because 
of  the  impact  of  new  HIPPA  regulations  and 
the  increased  utilization  experienced  indus- 
try-wide, we  were  subjected  to  two  rate  in- 
creases in  1999  but  still  remain  competitive 
and  lost  only  one  group  during  this  period. 

American  Investors  recently  purchased  a 
new  top-of-the-line  claims  adjudication  sys- 
tem to  increase  productivity  and  decrease  claim 
turn-around  time.  Because  of  complications 
during  the  conversion,  claim  payments  have 


been  seriously  delayed  for  the  first  time  since 
we  contracted  with  American  Investors  in 
1995.  We  have  been  assured  by  American 
Investors  that  once  it  has  cleared  out  the 
backlog  of  claims,  it  will  be  within  insurance 
department  regulations  for  timely  payment. 

In  1998,  American  Investors  began  using 
the  CorVel  network  for  its  managed-care 
product.  At  that  time,  CorVel  continued  to 
maintain  a contract  with  AMCO,  which  gave 
our  policyholders  access  to  both  networks.  In 
January  1999,  AMCO  gave  a one-year  notice 
of  termination  of  its  contract  with  CorVel. 
CorVel  immediately  began  to  try  to  contract 
with  AMCO  providers  to  provide  a continu- 
ity of  care.  At  the  end  of  this  contract,  there 
were  still  several  hundred  providers  who  had 
not  yet  contracted  with  CorVel;  and,  there- 
fore, American  Investors  agreed  to  pay  these 
providers  as  if  they  were  in  network  until  they 
improve  the  current  network.  AMS  Benefits 
will  be  contacting  these  providers  on  behalf 
of  our  insured  members  to  see  if  we  can  en- 
courage them  to  participate  in  our  plan. 

In  June  1999,  AMS  Benefits  entered  into 
an  agreement  with  A.R  Smith  and  Associ- 
ates and  Baird,  Kurtz  and  Dobson  to  pro- 
vide a section  419A  Plan  called  the  Advan- 
tage Plan.  The  Advantage  Plan  is  an  op- 
portunity for  AMS  members  to  obtain  tax 
deductions  for  life  insurance  premiums  on 
policies  that  provide  estate  liquidity  or 
fund  buy/sell  agreements.  Because  of  pos- 
sible legislation  that  would  effect  this  plan, 
it  was  not  offered  to  our  members  until  Oc- 
tober 1999.  Meetings  will  be  held  across 
the  state  with  interested  members  and  their 
attorneys  to  discuss  the  plan’s  advantages. 

After  the  2000  AMS  Annual  Session, 
your  new  president,  Dr.  Gerald  Stolz  Jr.  of 
Russellville,  will  assume  the  position  of 
chairman.  I wish  to  thank  the  other  mem- 
bers of  our  board  and  the  AMS  Benefits  staff 
for  their  support  and  hard  work.  Other  board 
members  are  Dr.  Michael  Moody,  Dr. 
Dwight  Williams,  Dr.  Gerald  Stolz  Jr.,  AMS 
Executive  Vice  President  Ken  LaMastus,  As- 
sistant Executive  Vice  President  David 
Wroten  and  AMS  Director  of  Government 
Affairs  Lynn  Zeno.  ■ 
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Pulaski  County  Medical  Society 
1 999  Annual  Report 


Led  by  President  C.  Reid  Henry,  MD,  1999  was  a year 
of  change  for  the  Pulaski  County  Medical  Society. 
Carolyn  Brummett  was  named  executive  director, 
succeeding  Fred  Reddoch  who  served  the  society  for  more 
than  I I years. 

William  N.  Jones,  MD,  assumed  a leadership  role  in 
drafting  and  articulating  a plan  for  use  of  Arkansas’  tobacco 
settlement  funds  for  the  improvement  of  public  health.  Dr. 
Jones  is  a PCMS  board  member,  Councilor  to  the  Arkansas 
Medical  Society  and  delegate  to  the  American  Medical 
Association. 

Membership  in  the  society  increased  to  approximately 
1 ,000  members.  Renovation  of  the  society  offices,  in  the 
Doctors’  Building  at  500  S.  University,  began  in  August. 


A Pulaski  County  Medical  Society  Student  Alliance 
group  formed  to  address  needs  of  medical  students  at  the 
University  of  Arkansas  for  Medical  Sciences.  Sopho- 
mores Owen  Middleton  and  Heather  Diemer  led  organi- 
zational efforts  on  behalf  of  U AMS  students.  Four  UAMS 
students  received  scholarships  through  the  PCMS. 

The  Annual  Doctor/Lawyer  Dinner  at  The  Country 
Club  of  Little  Rock  drew  more  than  200  physicians,  attor- 
neys and  guests  for  an  evening  of  entertainment  and 
friendly  roasting.  John  L.  Wilson,  MD,  represented  the 
physicians. 

State  Rep.  Randy  Laverty  was  guest  speaker  at  the 
society’s  annual  meeting  at  the  Capital  Hotel.  The  topic 
was  physician  involvement  in  the  legislative  process.  ■ 


Pulaski  County  Medical  Society  Board  of  Directors 


Pulaski  County  Medical  Society  Officers 

Samuel  B.  Welch President 

Anthony  D.  Johnson President  Elect 

David  E.  Bourne Vice  President 

Denise  R.  Greenwood Secretary 

Steven  W.  Strode Treasurer 

C.  Reid  Henry Immediate  Past  President 


AMS  Councilors 

Joseph  M.  Beck  III (Term  expires:  2001),  E- 1 992 

C.  Reid  Henry (Term  expires:  2001),  E- 1 997 

Anthony  D.  Johnson (Term  expires;  2001),  E- 1 995 

William  N.  Jones (Term  expires:  2001),  E-1992 

J.  Mayne  Parker (Term  expires:  2001),  E-1993 

Edward  H.  Saer  III (Term  expires:  2000),  E-1997 

Samuel  B.  Welch (Term  expires:  2001),  E-1996 

John  L.  Wilson  (Term  expires:  2000),  E-1994 

Thomas  L.  Fans (Term  expires:  2000),  E-1999 
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or  over  twenty  years,  doctors  who  have  found  themselves  the  target  of  malpractice  litigation  have 

turned  to  SVMIC  for  unsurpassed  protection.  But  remember,  we're  not  just  there  when  the  going  gets  rough.  We're  always 
there,  standing  beside  you  before  the  first  arrow  flies.  In  addition  to  iron-clad  coverage,  our  unique  ^ I 
malpractice  avoidance  programs  can  give  you  a decided  edge  in  the  unhappy  event  someone  should 
declare  war.  And  after  all  is  said  and  done,  SVMIC  believes  that  to  be  forewarned  is  to  be  forearmed.  O I 
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acceptance  of  using  computers  to  take  a medical  history  by 
rural  Arkansas  patients.  Sex,  age,  race,  education,  previous 
computer  experience  and  owning  a computer  were  used  as 
variables . 
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COMMENTARY 


There  are  Just  Too  Many  Words 

By  Jerry  D.  Byrum,  MD 


With  all  the  advancements  in 
communication  technology  in 
our  society,  one  would  think 
that  the  quality  of  communication  in  the 
field  of  medicine  would  be  at  an  all-time 
high. 

Advancements  such  as  cellular  tele- 
phones, paging  devices,  faxes,  e-mail, 
telephone  messaging  centers,  voice  mail, 
dictaphones,  transcription  services, 
voice  recognition  programs,  computers, 
hand-held  devices,  printers,  electronic 
medical  records  and  ordering  systems, 
the  Internet,  web  sites  and  even  “snail 
mail,”  are  all  examples  of  the  way  we  talk 
to  each  other  today.  The  volume  of 
communications  that  we  deal  with  on 
a daily  basis  has  dramatically  increased. 
However,  despite  these  advances,  I am 
concerned  about  an  area  of  communi- 
cation that  is  vital  to  the  quality  of  care 
that  we  render  to  our  patients.  Now  I 
am  not  saying  that  we  are  somehow  at 
a loss  for  words.  It  seems  that  we  as 
physicians  have  a lot  of  words  to  deal 
with  each  day.  What  I am  saying  is  that 
there  seems  to  be  little  meaningful 
communication. 

What  we  really  have  is  noise.  In  the 
midst  of  a busy  day,  drug  company  rep- 
resentatives tout  their  products  with 
verbal  claims  and  counter-claims.  These 
claims  are  supported  with  mounds  of 
slick  brochures  that  are  quickly  filed  in 
the  trash.  Teleconferences  are  held 
where  paid  physicians  inform  us  of  what 
we  should  or  should  not  do  in  our  prac- 
tices. Insurance  companies  send  and  re- 
ceive authorization  forms.  Therapy,  in- 
fusion and  medical  equipment  compa- 
nies send  round  after  round  of  order 
sheets  asking  for  diagnosis  information 
and  the  physician’s  signature  authoriz- 
ing the  treatment  or  equipment. 

The  point  of  these  communications 
is  not  what  is  in  the  best  interest  of  the 
patients,  hut  rather  justifying  to  an  in- 
surance company  why  a treatment  or 
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procedure  should  be  paid.  The  phar- 
macy calls  with  a prescription  refill 
request.  Telephone  calls  are  made  ask- 
ing for  permission  to  treat  in  the  emer- 
gency room.  Hospital  personnel  call 
and  are  called  to  discuss  various  things. 
The  “delete  key”  on  my  computer  is 
constantly  being  pushed  to  delete  all 
the  junk  e-mail  that  I am  sent  each  day. 
The  medical  records  department  in- 
forms me  that  I am  on  the  “had  list.” 
The  list  of  interactions  goes  on  and  on. 

Despite  all  the  words,  in  my  opin- 
ion, one  very  important  type  of  com- 
munication in  our  profession  is  dimin- 
ishing. What  I am  talking  about  is  phy- 
sician-to-physician  communication. 
Simply,  we  as  doctors  don’t  talk  to  each 
other  much  anymore.  We  don’t  talk 
about  our  difficult  patients.  We  don’t 
talk  about  the  interesting  cases  we 
have  seen  or  the  recent  continuing 
medical  education  course  we  attended. 
We  don’t  discuss  the  best  approach  to 
take  in  treating  a certain  disease.  Nor 
do  we  even  talk  to  our  consultants 
about  why  we  are  asking  them  to  see 
our  patients.  Most  of  the  time,  a con- 
sultant has  to  piece  the  question  of  why 
they  are  seeing  a patient  from  the  chart 
and  or  the  patient  themselves. 

I’m  not  sure  why  this  trend  is  so. 
Let  me  take  a guess  or  two.  Maybe  it  is 
our  so  called  “post  modern”  culture  in 
America,  where  relativism  and  the 
pursuit  of  individuality  lead  to  social 
isolation  and  a disconnection  from 
others.  Maybe  it’s  because  we’re  just 
too  busy.  Or  maybe  there  are  only  so 
many  words  that  we  can  receive  and 
give  out  each  day  and  that  limit  is  ex- 
ceeded from  all  the  noise. 

The  costs  of  our  poor  physician-to- 
physician  communication  are  great.  At 
the  least  these  include  subjecting  our 
patients  to  unnecessary  tests  and  pro- 
cedures with  the  attendant  increased 
costs  and  risks,  wasting  our  consultants 


time  with  diminished  efficiency,  occa- 
sionally possibly  missing  a diagnosis, 
delaying  treatment,  losing  educational 
opportunities  for  ourselves  and  losing 
the  collegial  spirit,  which  has  helped 
to  make  medicine  a very  gratifying  pro- 
fession of  which  to  be  part. 

How  can  we  do  better?  First,  let  us 
stop  by  the  physician  lounge  in  the 
hospital  sometime  and  stay  a while.  You 
might  he  surprised  at  whom  you  will 
meet  and  what  you  will  learn.  Let’s 
communicate  with  each  other  down  the 
hall  and  in  the  elevator.  Learn  to  ac- 
knowledge the  presence  of  other  phy- 
sicians when  they  are  present.  Engage 
them  in  conversation.  A simple,  “What 
do  you  do?”  is  a good  place  to  start. 

Let  us  eliminate  blocks  to  commu- 
nication with  each  other  caused  by  a 
good  front  office  telephone  defense. 
This  defense  sounds  something  like 
this,  “I’m  sorry  but  Dr.  Smith  is  in  a 
room  with  a patient.  May  I have  her 
return  your  call.?”  When  a fellow  phy- 
sician calls,  let  us  make  time  for  him  or 
her.  I know  of  one  physician  who  takes 
this  so  seriously  that  he  will  even  take 
a referring  telephone  call  on  the  inter- 
com while  operating  in  the  operating 
room.  It  can  be  done. 

When  we  consult  another  physi- 
cian for  an  opinion,  a test  or  a proce- 
dure, let  us  communicate  the  reason  we 
want  the  consult.  This  is  best  done  in 
person  or  on  the  phone,  but  also  a let- 
ter will  do  nicely.  Consultants,  commu- 
nicate your  findings  and  plans.  Let  us 
as  Arkansas  physicians  continue  to  pro- 
vide our  patients  with  the  best  care. 
This  can  only  be  done  when  we  com- 
municate with  our  colleagues  about  our 
patients,  our  practices  and  ourselves. ■ 

Dr.  Byrum  is  a Little  Rock  pediatri- 
cian and  a member  of  the  editorial  board 
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WHAT  WE’VE  DONE  FOR  YOU  LATELY 


Patient  Safety  — 
the  Right  Prescription 

By  David  Wroten 


Last  November,  the  Institute  of  Medicine  published  the  much  publicized  report, 
“To  Err  is  Human:  Building  a Safer  Health  System.”  The  report  made  national 
headlines  and  became  the  lead  story  for  many  television  “news”  programs. 
The  findings  in  the  IOM  report  and  similar  reports  are  startling.  An  esti- 
mated 44,000-98,000  people  die  each  year  as  a result  of  medical  errors.  That’s 
more  deaths  than  from  motor  vehicle  accidents,  breast  cancer  and  AIDS.  Deaths 
from  adverse  drug  events  total  more  than  7,000  annually.  One  out  of  three  cases 
of  medical  errors  causes  permanent  harm,  with  half  of  all  errors  occurring  in 
hospitals. 

Regardless  of  how  you  view  the  validity  of  these  studies,  the  fact  remains  that 
medical  errors  do  occur,  and  the  results  are  costly,  both  in  terms  of  human  life  and 
the  trust  that  patients  place  in  our  health  care  system.  Congress  will  debate  this 
issue  and  at  some  point  may  even  pass  legislation  requiring  voluntary  or  manda- 
tory reporting  systems. 

The  American  Medical  Association,  American  Hospital  Association  and  other 
professional  associations  are  not  content  with  waiting  for  someone  else  to  solve 
this  problem.  All  are  working  on  initiatives  to  address  medical  errors  from  their 
own  perspectives. 

In  Arkansas,  we  have  the  opportunity  to  lead  the  way  in  developing  state-level 
initiatives  to  improve  the  safety  of  our  (your)  patients.  The  Arkansas  Medical 
Society  has  had  initial  discussions  with  the  Arkansas  Foundation  for  Medical  Care 
and  the  Arkansas  Hospital  Association.  Additionally,  on  April  17,  Medicaid  spon- 
sored a “medication  error  summit”  that  brought  together  the  AMS,  AHA,  Arkan- 
sas Pharmacist  Association,  Arkansas  Board  of  Pharmacy,  AFMC,  Arkansas  De- 
partment of  Health  and  other  interested  stakeholders. 

As  a result  of  these  two  meetings,  the  AMS  has  recommended  that  a task  force 
be  established  to  work  with  the  Arkansas  Foundation  for  Medical  Care  to  develop 
and  implement  quality  improvement  projects  aimed  at  improving  patient  safety  in 
Arkansas.  Initially,  the  task  force  will  be  able  to  utilize  existing  data  from  hospitals, 
the  department  of  health  and  the  licensing  boards  to  identify  the  types  of  errors 
that  occur  and  then  design  educational  activities  or  system  changes  to  reduce  and 
prevent  future  errors  from  occurring. 

We  must  accept  that  humans  will  make  errors,  even  health  professionals.  In- 
deed, the  tort  system  (malpractice)  and  licensing  boards  were  created  to  provide  a 
remedy  for  individuals  harmed  and  punishment  for  those  who  cause  harm.  How- 
ever, it  also  is  true  that  our  systems  (of  ordering  medications,  preventing  infec- 
tions, transmitting  orders,  etc.)  can  sometimes  be  the  reason  that  an  error  is  made. 
If  not  the  cause  of  the  error,  then  it  also  is  possible  that  the  system  sometimes  fails 
to  prevent  an  error  from  occurring. 

The  physician’s  moral  and  ethical  responsibility  is  to  do  what  is  best  for  his  or 
her  patient.  I’ve  never  met  a physician  who  didn’t  believe  this.  It  is  in  keeping  with 
that  responsibility  that  the  AMS  and  its  member  physicians  will  accept  the  chal- 
lenge to  address  this  important  issue.  We  truly  have  the  opportunity  to  be  on  the 
leading  edge  of  improving  patient  safety.  With  the  cooperation  and  support  of 
AFMC  and  the  other  professional  health  care  associations,  we  can  and  will  make 
a difference.  ■ 
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Meet  Our  Members 


Gerald  A.  Stolz  Jr.,  MD 


By  Christy  L.  Smith 


Dr.  Gerald  A.  Stolz  admits  he  has  an  affinity  for  travel. 

Granted,  the  55-year-old  pathologist  from  Russellville  is 
referring  specifically  to  spending  time  with  his  wife  of  35 
years,  Judy,  on  Greers  Ferry  Lake  and  the  southwest  Florida 
island,  Captiva. 

But  Dr.  Stolz  said  he  doesn’t  mind  that  he  will  have  to 
increase  his  travel  time  between  Russellville  and  the  Arkan- 
sas Medical  Society’s  headquarters  in  Little  Rock  once  he  is 
sworn  in  this  month  as  society  president. 

In  fact,  Dr.  Stolz  already  spends  much  of  his  time  on  the 
road,  as  he  divides  his  time  among  Hot  Springs,  Russellville 
and  eight  small  communities,  including  Danville,  Ozark  and 
Booneville. 

He  currently  maintains  pathology  and  laboratory  ser- 
vices directorships  at  National  Park  Medical  Center  in  Hot 
Springs  and  AMI-St.  Mary’s  Regional  Medical  Center, 

Millard  Henry  Clinic  and  Pa- 
thology Services  Laboratory, 
all  in  Russellville.  In  addi- 
tion, he  is  a consulting  pa- 
thologist at  several  small 
hospitals  scattered  across 
the  state. 

“I  spend  most  of  my  time 
at  St.  Mary’s  and  in  Hot 
Springs.  As  a consulting  pa- 
thologist, I make  monthly 
lab  visits  to  the 
smaller  hos- 
pitals,” he 
said. 
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Choosing  Medicine 

Bom  in  El  Dorado  to  a stay-at-home  mother  and  a father 
who  worked  in  the  oil  business,  Dr.  Stolz  says  that  he  has  al- 
ways wanted  to  be  a physician. 

“I  can’t  remember  a time  when  I didn’t  want  to  be  a doc- 
tor,” he  says. 

He  attended  Hendrix  College  in  Conway  for  three  years. 
The  biology  major  applied  for  admission  to  the  University  of 
Arkansas  for  Medical  Sciences  in  Little  Rock  during  his  jun- 
ior year  of  college  and  was  accepted. 

“At  that  time,  the  medical  school  took  a limited  number 
of  students  who  had  completed  three  years  of  college  ...  I 
applied  thinking  I wouldn’t  get  in,  but  I did.  Then  I had  a 
dilemma  on  my  hands  — go  on  to  medical  school  or  stay  at 
Hendrix  and  complete  my  degree.  It  didn’t  take  me  long  to 
decide  I’d  better  go  on  to  medical  school  because  I might  not 
get  in  later,”  he  laughed. 

Dr.  Stolz  began  his  residency  in  anatomical  and  clinical 
pathology  at  UAMS,  but  then  moved  to  New  Orleans  to  serve 
as  a resident  at  USPHS  Hospital  and  Louisiana  State 
University’s  Charity  Hospital  for  two  years. 

“I  wanted  a little  bit  of  variety  in  my  experience,  to  see  a 
different  training  program  in  pathology  and  gain  a different 
perspective,”  he  said. 

Dr.  Stolz  finished  his  residency  at  UAMS  in  1973  and  moved 
to  Russellville  to  be  director  of  pathology  and  laboratory  ser- 
vices at  St.  Mary’s  Regional  Medical  Center.  He  established  the 
clinical  Pathology  Services  Laboratory  two  years  later  and  re- 
mains president  and  laboratory  director,  overseeing  the  work  of 
five  pathologists  and  a full  staff  of  laboratory  professionals. 

Serving  the  Profession 

Since  he  began  practicing  in  1973,  Dr.  Stolz  has  taken  on 
a number  of  other  directorships  and  consultancies,  but  he  says 
his  most  important  hat  to  date  may  be  the  one  he  will  wear  as 
president  of  the  Arkansas  Medical  Society  during  the  2000- 
2001  term. 

Dr.  Stolz  joined  the  AMS  during  his  first  year  of  practice 
and  has  served  the  organization  in  various  capacities  through 
the  years.  For  instance,  he  was  a member  of  the  society’s  com- 
mittee on  hospitals  from  1984-1988,  a member  of  the  con- 
tinuing medical  education  committee  from  1988-1994  and  a 
member  of  the  nominating  committee  from  1993-1996. 

In  addition,  Dr.  Stolz  has  previously  served  the  AMS  in 
two  elected  offices — 10th  District  Councilor  from  1988-1996 
and  chairman  of  the  Council  from  1996  until  1999. 

Dr.  Stolz  said  that  as  Council  chairman,  he  oversaw  the 
day-to-day  activities  of  the  medical  society  during  the  time 
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between  council  meetings,  which  are  held  quarterly. 

“It’s  not  a paid  position,  hut  it  is  definitely  a working 
position,”  he  said. 

The  position  required  Dr.  Stolz  to  travel  often  to  AMS 
headquarters  in  Little  Rock,  a practice  he  will  continue  after 
being  sworn  in  as  president  of  the  society  at  the  annual  con- 
ference  May  6 at  the  Embassy  Suites  in  Little  Rock. 

Taking  the  Helm 

When  asked  what  type  of  president  he  will  be  over  the 
course  of  the  next  year,  Dr.  Stolz  first  points  out  that  there  are 
three  kinds  of  people  in  this  world  — those  who  make  things 
happen,  those  who  watch  things  happen  and  those  who  won- 
der  what  happened.  He  wants  to  be  the  type  of  president  who 
makes  things  happen,  and  he  wants  the  AMS  membership  to 
share  his  active  attitude,  he  said. 

“I  will  commit  myself  to  doing  the  best  job  possible  for 
physicians  in  the  state  of  Arkansas  and  represent  their  inter- 
ests  as  well  as  I can  . . . but  I also  want  Arkansas  physicians  to 
be  [involved]  at  the  top  level,  making  things  happen  for  the 
society,”  he  emphasized. 

Two  of  his  biggest  goals,  he  says,  are  addressing  the  needs 
of  the  new  physicians  who  are  joining  the  society’s  fold  and 
making  sure  that  women  and  minorities  are  well  represented 
in  the  society’s  ranks. 

“I  want  to  definitely  continue  the  work  of  the  strategic 
planning  committee  because  we  are  getting  more  and  more 
younger  physicians  involved  in  the  Council,”  he  said. 

Dr.  Stolz  said  he  hopes  the  older  members  of  the  AMS 
will  assist  him  in  encouraging  young  physicians  to  join  the 
society  rather  than  letting  the  new  doctors  go  into  practice 
without  becoming  involved  in  an  organization  that  can  pro- 
vide them  with  much-needed  encouragement  and  support. 

“We  must  respond  to  the  needs  of  younger  physicians; 
they  will  determine  the  future  of  the  society,”  he  said. 

Dr.  Stolz  said  that  another  of  his  goals  is  to  bring  more 
women  and  minority  doctors  into  the  field. 

“Approximately  50  percent  of  the  graduates  of  medical 
schools  across  the  United  States  are  now  women  and  minori- 
ties. The  profession  is  changing,”  he  said. 

And  if  the  AMS  is  to  adequately  address  the  needs  of  up- 
and-coming  medical  professionals,  it  must  also  change  to  mir- 
ror the  medical  profession’s  current  complexion,  he  said. 

“I  want  to  reach  out  to  women  and  minority  doctors,  em- 
brace them  and  bring  them  into  our  group  as  active,  partici- 
pating members  who  know  they  have  an  important  contribu- 
tion to  make  to  the  society,”  he  insisted. 

Changing  Times 

While  Dr.  Stolz  plans  to  actively  address  the  needs  of  his 
constituents,  he  said  he  also  will  be  available  to  alleviate  any 
concerns  they  might  have  about  the  ever-changing  medical 
profession. 

For  instance,  he  said  that  he  knows  many  Arkansas  physi- 
cians are  concerned  about  managed  care  and  how  it  will  con- 
tinue to  affect  their  practices,  but  they  should  rest  assured  that 
managed  care  has  probably  reached  its  “peak”  in  this  state. 

“We  do  not  have  the  critical  population  masses  outside 


of  the  Little  Rock  area  to  let  managed  care 
function  the  way  it  wants  to  function.  We 
are  a very  rural  state,  and  we  don’t  have 
the  critical  population  masses  outside  of 
Little  Rock  and  northwest  Arkansas  that 
capitation  will  work  in,”  he  explained. 

Managed  care  providers  thrive  on 
capitation,  the  process  of  paying  a physi- 
cian a fixed  rate  for  services  provided  per 
patient  per  month,  Dr.  Stolz  said.  The 
physician  is  compensated  a lesser  amount 
than  he  usually  charges,  forcing  the  phy- 
sician to  cut  costs  but  somehow  continue 
to  provide  high-quality  services. 

“I’m  optimistic  about  the  future  for 
Arkansas  physicians.  I think  we  will  con- 
tinue to  see  [preferred  provider  organi- 
zations] and  other  payers  try  to  get  more 
and  more  discounted  fees  for  services . . . 

[but]  my  opinion  is  that  managed  care  per 
se  is  pretty  well  peaked  in  Arkansas,”  Dr. 

Stolz  said. 

He  said  that  he  thinks  managed  care 
providers  will  begin  concentrating  their 
time  and  efforts  on  states  they  perceive  as 
better  money  makers  — states  with  larger 
urban  populations,  such  as  New  York, 

California  and  Texas.  In  fact,  several  man- 
aged care  providers  have  already  left  Ar- 
kansas, which  should  help  ease  Arkansas 
physicians’  minds,  he  added. 

Wearing  Many  Hats 

When  asked  how  he  plans  to  juggle  everything  on  his  plate, 
Dr.  Stolz  laughed.  The  busy  pathologist  said  that  he’ll  tackle  it 
all  one  day  at  a time  and  that  he  hopes  he  will  have  time  to 
occasionally  get  away  from  the  rat  race. 

His  favorite  distraction  is  Arkansas  Razorback  football  and 
basketball,  and  he  often  makes  the  trek  to  Fayetteville  or  Little 
Rock  for  a game. 

He  also  enjoys  the  water,  he  said.  Greers  Ferry,  where  he 
keeps  a boat,  is  a favorite  getaway,  and  with  his  wife’s  recent 
retirement  from  Petit  Jean  Vocational  Technical  School,  the 
couple  visits  Captiva,  Fla.,  more.  The  couple  also  make  visits 
to  Jacksonville,  Fla.,  to  visit  their  son,  who  is  a gate  agent  for 
American  Airlines. 

“Captiva  is  really  a well-kept  secret.  It’s  not  crowded  at 
all.  The  beaches  are  beautiful,  and  it’s  amazing  the  number  of 
fine  restaurants  that  are  crowded  into  that  one  little  area,” 
Dr.  Stolz  beamed. 

But  although  he  enjoys  the  beach,  New  York  City  is  his 
favorite  city  because  of  the  excitement  of  something  always 
happening,  he  said. 

In  fact,  Dr.  Stolz  admits  that  he  thrives  on  activity  and 
wouldn’t  know  what  to  do  with  himself  if  he  couldn’t  travel, 
either  for  work  or  play. 

“I’m  used  to  continuous  travel,”  he  said.  “It  just  comes 
with  the  territory.”  ■ 


Two  of  his 
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Adequate  Physician  Documentation 
Can  Help  Prevent  Payment  Errors 

Doctors,  Hospital  Coders  Can  Partner  to  Reduce  Mistakes 


Ramona  Witcher,  RN  — Kenya  Harbin,  RN  — Michael  Moody,  MD 
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The  Health  Care  Financing  Admin- 
istration  has  directed  the  Arkansas 
Foundation  for  Medical  Care  (AFMC), 
as  well  as  all  Peer  Review  Organizations 
(PROs)  nationwide,  to  initiate  a Payment 
Error  Prevention  Program  (PEPP)  as  part 
of  the  PRO  sixth  scope  of  work.  The  goal 
of  PEPP  is  to  reduce  hospital  inpatient 
payment  errors.  The  Office  of  Inspector 
General  (OIG)  audit  of  HCFA’s  1996  and 
1997  Financial  Statements  estimated 
Medicare  made  more  than  $4  billion  in 
incorrect  payments  in  each  of  those  years 
for  inpatient  hospital  services.  These  pay- 
ment errors  are  primarily  a result  of  pro- 
viders billing  for  services  that  are  incor- 
rectly coded,  insufficiently  documented 
or  medically  unnecessary. 

Another  study  by  the  OIG  revealed 
that  poor  coding  was  to  blame  for  only 
8%  of  the  errors  identified.  It  also  indi- 
cated that  most  of  the  billing  problems 
resulted  from  insufficient  documentation 
in  the  medical  record — insufficient  docu- 
mentation on  the  part  of  physicians  and 
other  clinicians.  There  is  a definite  link 
between  physician  documentation  and  a 
coder’s  ability  to  produce  accurate,  useful 
data.  A lack  of  physician  understanding 
of  the  DRG  reimbursement  system  can 
affect  coding  also. 

A recent  survey  of  Arkansas  coders 
indicated  that  many  of  the  physicians  on 
their  hospital  staff  were  not  aware  of  the 
Uniform  Hospital  Discharge  Data  Set 
(UHDDS)  definition  of  principal  diagno- 
sis. DRG  payment  to  hospitals  is  based 
on  the  diagnoses  and  procedures  billed. 
Identification  of  the  correct  principal  di- 
agnosis is  the  most  important  aspect  of 
coding  for  accurate  DRG  reimbursement. 

The  principal  diagnosis  is  defined  as 
“that  condition  established  after  study  to 
be  chiefly  responsible  for  occasioning  the 
admission  of  the  patient  to  the  hospital 
for  care.”  The  selection  of  the  principal 
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diagnosis  depends  on  the  circumstances 
of  the  admission — in  other  words,  why  the 
patient  was  admitted.  The  words  “after 
study”  are  an  integral  part  of  this  defini- 
tion. During  the  course  of  the  hospitaliza- 
tion, the  admitting  diagnosis  (which  may 
be  a symptom  or  ill-defined  condition) 
may  change  substantially  based  upon  the 
results  of  further  study.  For  example,  a pa- 
tient is  admitted  through  the  ER  with  an 
admitting  diagnosis  of  seizure  disorder. 
During  hospitalization,  diagnostic  tests  and 
studies  reveal  carcinoma  of  the  brain. 
Therefore,  the  principal  diagnosis  is  the 
carcinoma  of  the  brain,  not  seizure  disor- 
der. 

Physicians  sometimes  specify  the  most 
serious  problem,  or  the  cause  of  death,  as 
the  principal  diagnosis.  While  this  may  be 
the  diagnosis  that  has  the  greatest  impact 


on  the  patient’s  health,  the  length  of  stay 
and  the  resource  consumption,  it  may  or 
may  not  be  the  principal  diagnosis.  For  ex- 
ample, a patient  is  admitted  for  a total  ab- 
dominal hysterectomy  for  uterine  fibroids. 
While  in  the  OR  holding  area  she  devel- 
ops chest  pain  and  is  found  to  have  had  a 
myocardial  infarction.  The  hysterectomy 
is  canceled  and  the  patient  is  transferred 
to  ICU.  The  myocardial  infarction  is  a 
complication  of  the  admission  and  should 
be  included  as  an  additional  diagnosis,  but 
the  principal  diagnosis  is  uterine  fibroids. 

Selection  of  the  principal  diagnosis  is 
not  really  a coding  issue;  it  is  a physician 
documentation  issue.  The  attending  phy- 
sician should  always  specifically  identify 
the  principal  diagnosis  on  each  inpatient 
hospitalization,  and  the  documentation 
within  the  medical  record  should  support 
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Easter  Seals  is  an  astonishing  range  of  services,  programs  and 
professional  caregivers  whose  common  goal  - and  uncommon 
obsession  - is  helping  children  and  adults  with  disabilities  gain 
greater  independence. 


With  more  than  35  years  of  experience  in  the  evaluation 
and  treatment  of  children  with  disabilities,  Easter  Seals' 
evaluation  team  is  one  of  the  most  experienced  in  the  state. 
We  also  provide  hospital  to  home  monitoring  services  for 
infants,  inpatient  and  outpatient  pediatric  therapies  and 
preschool  services.  If  we  can  help  a child  you  know,  call  our 
Outpatient  Referral  Line  at  1.877.533.3600 


Alexandra,  4 years  old 
and  Karen  Moll  therapist  / 


Creating  solutions,  changing  lives. 

3920  Woodland  Heights  Road 
Little  Rock,  AR  72212-2495 
501.227.3600  • www.arkeasterseals.org 
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Freemyer  Collection  System  has  been  helping 
businesses  eliminate  their  had  debt  problems 
since  1941.  When  you  work  with  the  trained 
professionals  at  Freemyer,  you  get  many  benefits. 
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collection  experience 

• Bad  debts  are  collected  at  a competitive 
contingency  fee. 

• Representatives  are  on-hand  for  questions 
and  problems. 

•You  don’t  pay  fees  unless  collections  are  made. 

Call  one  of  our  representatives  today  at  1-800-953-2225 
and  let  us  help  you  with  your  business’s  debts. 

A proud  supporter  of  the 
Arkansas  Medical  Society  Convention 

- - Freemyer 

- Coflection 

— System 

SB 

Endorsed  by  AHA  Services,  Inc. 
amertcan  collectors  A subsidiary  of  the 

association  member  Arkansas  Hospital  Association 
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I C A L OFFICE 


DOCTORS  BUILDING 

500  South  University  Avenue 
Little  Rock,  Arkansas 

Suites  Available  ranging  from 
950  sq.  ft.  to  4,807  sq.  ft. 

Professional  Management 
Maintenance  24  hours  a day,  365  days  a year 
Nightly  janitorial  service  plus  Day  Maid 
Free  Doctors  Parking  Lot  - 
Or  Low  Cost  Reserved  Parking 
Free  Use  of  Well  Appointed  Conference/Club  Room 
Ancillary  Services  in  Building 

Location  convenient  to  all  area  Hospitals 

including  Baptist,  St.  Vincent  Doctors, 

St.  Vincent  Infirmary,  UAMS,  VA 
and  Arkansas  Children's. 

CONTACT 

Betty  Garcia  - 664- 1812 

VISIT  OUR  WEBSITE  www.lrma.com 


*\  $1,000  AVAILABLE 

FOR  HISTORICAL  RESEARCH  IN  2000  # 


The  History  of  Medicine  Associates,  an  organization 
created  to  stimulate  interest  in  the  history  of  the  health 
sciences  in  Arkansas  and  to  promote  the  collection  of 
the  UAMS  Library’s  Historical  Research  Center,  is  offering 
a $1,000  research  award  to  an  individual  interested  in 
preparing  a paper  on  any  aspect  of  Arkansas  health 
sciences. 

Individuals  should  make  use  of  the  resources  in  the 
UAMS  Historical  Research  Center  collection  when  preparing 
the  paper.  The  award  may  be  used  for  travel,  housing, 
resource  materials  and  research  or  secretarial  assistance. 

There  is  no  required  application  form.  Applicants 
should  send  a proposal  (summary)  of  the  paper’s  topic, 
a proposed  budget  and  an  anticipated  completion  date 
to  the  address  given  below.  Deadline  for  applications 
is  May  31,  and  the  winner  will  be  announced  in  June. 

Send  proposals  to  Edwina  Walls  Mann,  Treasurer, 
History  of  Medicine  Associates,  UAMS  Library,  4301 
W.  Markham  St.,  Slot  586,  Little  Rock,  AR  72205- 
7199.  If  you  have  questions,  call  686-6733  or  e-mail 
MannEdwinaWalls@exchange.uams.edu. 
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that  diagnosis  as  the  reason  the  patient  was 
admitted  to  the  hospital. 

The  UHDDS  definition  of  principal 
diagnosis  is  not  the  only  coding  conven- 
tion that  must  be  taken  into  consideration 
when  assigning  a case  to  the  appropriate 
DRG.  The  coding  directives  in  the  ICD9- 
CM  Official  Guidelines  for  Coding  and 
Reporting  must  also  be  applied.  The  im- 
portance of  consistent,  complete  docu- 
mentation in  the  medical  record  cannot 
be  overemphasized.  Without  such  docu- 
mentation, the  application  of  all  coding 
guidelines  is  a difficult,  if  not  impossible, 
task. 

With  today’s  health  care  providers  be- 
ing monitored  so  closely  by  numerous  gov- 
ernment agencies,  it  behooves  physicians 
to  partner  with  the  hospital  coders  in  work- 
ing to  reduce  the  occurrence  of  payment 
errors.  The  following  steps  can  be  taken  by 
physicians  to  help  hospitals  meet  the  goals 
of  their  compliance  plans  and  avoid  situa- 
tions that  might  suggest  fraud  or  abuse: 

• Become  involved  in  the  hospital’s 
compliance  program. 

• Work  with  coders  to  address  document- 
ation deficiencies. 

• Respond  to  and  answer  each  coding 
question. 

• Read  AFMC’s  PEPPtalk  for  the  latest 
statewide  PEPP  projects  and  related 
coding  information.  You  can  find 
PEPPtalk  on  the  AFMC  website  at 
www.afmc.org  or  in  your  hospital’s 
medical  records  department. 

• Be  willing  to  serve  as  a physician  liaison 
to  bridge  the  gap  between  your  peers  and 
coders. 

• Make  sure  you  have  a thorough  under- 
standing of  the  DRG  reimbursement 
system,  including  the  UHDDS  defini- 
tion of  principal  diagnosis. 

• Provide  adequate  and  complete  docu- 
mentation to  support  each  patient’s  di- 
agnoses and  procedures.* 


Correction 

A sentence  in  “Morbidity  and 
Cost  of  Vaccine-Preventable  Vari- 
cella in  Previously  Healthy  Children 
in  Arkansas,”  (December  1999  issue) 
should  have  read:  “Fifty  of  55  patients 
were  greater  than  1 year  of  age  and 
therefore,  eligible  to  receive  the  vac- 
cine.” Children  under  1 year  of  age 
are  not  eligible  to  receive  the  vaccine. 
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We  may  not  be  a household 
name  yet.  But  with  features 
like  German  engineering  and 
Italian  styling,  we  will  soon. 
And  our  3 year,  36,000  mile 
warranty  covers  virtually  all 
scheduled  maintenance  - even 
oil  changes. 


lust  gas  and  go! 


5921  S.  University  Ave.  Little  Rock 
562-9310  or  Toll  Free  1-800-562-9310 


www.daewooarkansas.com 


Nubira 

4 dr.  CDX 

$14,755 


Automatic,  anti-lock 
brakes,  power  windows, 
power  door  locks,  cruise, 
anti-theft  system,  luxury 
value  package.  No 
charge,  stk#  E40008 


LonOS  starting  at 

$9,995 


stk#  D30002 


Laganza 

4 dr.  SX 

$17,965 


Automatic,  leather,  anti-lock 
brakes,  power  windows,  power 
door  locks,  tilt,  cruise,  anti-theft 
system,  alloy  wheels,  power 
moonroof.  stk#  F40005 
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A MS  BENEFITS,  INC 


A wholly  owned  subsidiary  of  the 
Arkansas  Medical  Society 
P.  O.  Box  55088 

Little  Rock,  Arkansas  72215-5088 
(501)224-8967 
WATS  1-800-542-1058 
FAX  (501)  224-6489 
Ask  about  our  other  services  including 
, Professional  Overhead,  Disability 
& Life  Insurance. 


The  Arkansas  Medical  Society  Health  Benefit  Program  is  a health  insurance  plan  designed  exch 
members  of  the  Arkansas  Medical  Society.  Underwritten  by  American  Investors  Life  Insurance  C 
Indemnity  and  managed  care  plans  available.  Fpr  information  call  (501)  224-8967  or  1-800-542-10 


Dr.  Caplinger  Honored  as  Hero 

M edCamps  Founder  Earns  National  Award 

By  Judith  M.  G allman 


An  Arkansas  physician, 

Dr.  Kelsy  J.  Caplinger 
is  among  five  medical 
doctors  who  have  been 
singled  out  for  their  contri- 
butions to  their  professions. 

Dr.  Caplinger,  62,  a 
Little  Rock  pediatric  aller- 
gist who  founded  Medical 
Camps  of  Arkansas  Inc.,  re- 
ceived a Pride  in  the  Profes- 
sion Award  from  the  Ameri- 
can Medical  Association  and 
the  Pfizer  Medical  Humani- 
ties Initiative.  The  five  were 
honored  in  Miami  in  March 
at  the  AMA’s  National 
Leadership  Development 
Conference. 

Dr.  Caplinger,  who  prac- 
tices in  the  College  of  Medi- 
cine of  the  University  of  Ar- 
kansas for  Medical  Sciences, 
was  chosen  for  his  work  with 
MedCamps.  The  programs  c 
allow  children  with  chronic  1 
diseases  to  go  to  summer  1 
camp.  Dr.  Caplinger  also  op-  I 
erates  a private  practice,  the 
Little  Rock  Allergy  and 
Asthma  Clinic,  PA. 

“It’s  a tremendous  opportunity  to  make 
the  camp  known  and  gives  additional  cred- 
ibility to  the  camp  program.  It  brings  na- 
tional recognition  to  the  program,”  Dr. 
Caplinger  said. 

Dr.  Caplinger  began  promoting 
MedCamps  as  a volunteer  in  1971  when 
he  was  operating  his  asthma  and  allergy 
clinic  in  west  Little  Rock.  He  decided  to 
do  something  extra  for  his  young  patients 
with  asthma  and  came  up  with  the  idea  of 
a summer  camp.  Dr.  Caplinger  believed  the 
young  patients  would  greatly  benefit  from 
a camp  experience,  which  he  expected 
would  foster  a sense  of  independence. 

The  first  program,  an  asthma  camp  at 
Camp  Aldersgate,  consisted  of  one  week 
of  camp  with  12  campers.  Slowly,  other 


toward  independence,”  Dr. 
Caplinger  said. 

Specialized  programs 
have  been  created  for  chil- 
dren with  rheumatoid  arthri- 
tis, asthma,  spina  bifida  and 
cerebral  palsy.  Children  are  al- 
lowed to  attend,  regardless  of 
whether  they  can  afford  the 
camp.  The  cost  is  about 
$4,000  per  child. 

Without  financial  assis- 
tance, these  children  might 
not  ever  have  a chance  to  go 
swimming,  float  in  a canoe  or 
sit  around  a campfire,  Dr. 
Caplinger  said.  At  the  same 
time,  families  of  these  chil- 
dren earn  a well  deserved 
break  from  the  time-consum- 
ing, intensive  care  of  the  dis- 
abled child. 

Because  of  Dr.  Caplinger’s 
involvement,  1 2 health  agen- 
cies and  groups  — from  Ar- 
kansas Easter  Seals  and  the 
American  Lung  Association 
to  the  Arthritis  Foundation 
and  Arkansas  Epilepsy  Soci- 
ety — have  formed  relation- 
ships to  act  as  camp  sponsors.  MedCamps 
also  are  a nonprofit  project  of  the  Arkan- 
sas chapter  of  the  American  Academy  of 
Pediatrics.  Over  the  years,  about  $300,000 
has  been  raised  for  improvements  to  Camp 
Aldersgate,  including  renovating  the  swim- 
ming pool,  the  bath  house  and  other  physi- 
cal structures. 

Dr.  Caplinger  is  modest  about  his  con- 
tributions to  MedCamps,  calling  the  camp 
counselors  “the  unsung  heroes.”  He  also 
praises  volunteers,  other  assisting  physi- 
cians and  health  agencies  for  assisting  with 
MedCamps. 

The  Pride  in  the  Profession  Award,  es- 
tablished in  1999,  recognizes  physicians 
“whose  actions  have  overcome  the  chal- 
lenge of  today’s  changing  health  care  climate 
and  brought  healing  and  hope  to  people  of 


Dr.  Caplinger  credits  other  M edCamp  volunteers  for  his  success . 

specialized  camps  were  added.  Dr. 

Caplinger  recalled  how  he  tapped  many  a 
nonprofit  agency  for  help,  promising  to 
send  children  to  camp  one  year  if  those 
groups  would  pick  up  the  tab  the  follow- 
ing summer.  They  did. 

Today,  about  350  campers  are  ex- 
pected to  attend  nine  weeks  of  summer 
camp  at  Aldersgate,  which  also  serves  eco- 
nomically disadvantaged  children.  Since 
1971,  more  than  6,000  6- 1 6-year-olds  have 
attended  the  specialized  camps,  which  al- 
low them  to  interact  with  children  who 
suffer  from  the  same  diseases. 

“Many  of  these  kids  are  the  only  per- 
son in  whole  school  districts  with  these 
conditions.  They  don’t  have  any  other 
people  to  talk  to  or  learn  from.  A lot  have 
never  been  away  from  home.  It’s  a big  step 
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all  ages  and  walks  of  life,”  according  to  the 
American  Medical  Association. 

“While  we  often  hear  of  those  who  so 
nobly  push  the  frontiers  of  science, 
oftentimes,  true  stories  of  greatness  lie  with 
those  who  labor  tirelessly  in  service  to  their 
patients,”  said  AMA  Trustee  Yank  D. 
Coble,  MD.  “These  are  the  physicians  who 
go  the  extra  mile  — who  enrich  their  pa- 
tients, their  colleagues  and  the  nation  hy 
their  devotion  to  the  practice  of  medicine.” 

“The  patient-physician  relationship  is, 
has  been,  and  must  always  remain  at  the 
heart  of  the  American  health  care  system. 
These  doctors  represent  the  heart  of 
American  medicine,”  said  Dr.  Mike 
Magee,  director  of  the  Pfizer  Medical  Hu- 
manities Initiative. 

The  other  honorees  were:  Dr.  Isabel 
Pino,  a pediatrician  from  Barboursville, 
W.Va.;  Dr.  William  P.  Magee  Jr,  a plastic 
surgeon  from  Imperial,  Mo.;  Dr.  Balazs  Imre 
Bodai,  a general  surgeon  from  Sacramento, 
Calif.;  and  Dr.  Donna  E.  Sweet,  an  inter- 
nist from  Wichita,  Kan. 

Dr.  Pino,  medical  director  of  West 
Virginia  Children’s  Hospital  and  an  assis- 
tant professor  at  Marshall  University 
School  of  Medicine  in  Long  Island,  was 
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recognized  for  her  work  with  the 
Children’s  Fund,  which  has  established  a 
staff  and  van  to  serve  eight  sites  in  four 
Appalachian  counties. 

Dr.  Magee  and  his  wife,  Kathy, 
founded  Operation  Smile,  which  provides 
reconstructive  surgery  and  related  health 
care  to  indigent  children. 

Dr.  Bodai  is  president  of  Cure  Breast 
Cancer  Inc.,  a nonprofit  group,  and  chief 
of  surgery  for  the  Sacramento  Kaiser 
Permanente  Medical  Center.  He  was  hon- 
ored for  his  work  on  behalf  of  breast  can- 
cer, particularly  the  Breast  Cancer  Re- 
search Stamp. 

Dr.  Sweet,  a professor  of  Medicine  at 
the  University  of  Kansas  School  of  Medi- 
cine-Wichita  and  director  and  principal 
investigator  of  the  Kansas  AIDS  Educa- 
tion and  Training  Center,  was  honored  for 
her  care  and  leadership  of  patients  with 
HIV  and  AIDs. 

“It  was  a tremendous  honor  to  be  rec- 
ognized in  that  way  and  to  see  the  other 
nominees  and  all  the  things  they  were 
doing,”  Dr.  Caplinger  said,  modestly 
downplaying  how  his  contributions  com- 
pared to  those  of  his  colleagues.  “It  was 
emotional  and  moving.” 


Dr.  Caplinger  is  no  stranger  to  hon- 
ors: He  received  the  President’s  Volunteer 
Action  Award  from  then-President 
Ronald  Reagan  in  1985;  the  Arkansas 
Democrat  named  him  Man  of  the  Year  in 
1979;  and  he  was  the  recipient  of  the  Ar- 
kansas Governor’s  Award  as  the  Outstand- 
ing Volunteer  in  Arkansas  in  1 976.  He  also 
was  the  UA  College  of  Medicine’s  Distin- 
guished Alumnus  Award  recipient  in  1984 
as  well  as  Hendrix  College’s  Distinguished 
Alumnus  in  1985. 

Dr.  Caplinger  was  horn  in  Hope.  He 
attended  UAMS,  where  he  graduated  with 
honors.  He  also  completed  an  internship 
in  mixed  medicine  and  pediatrics  and  a resi- 
dency in  pediatrics  at  UAMS.  He  also  held 
a fellowship  in  pediatric  allergy  at  UAMS. 

He  is  certified  hy  the  American  Board 
of  Pediatrics,  the  American  Board  of  Pedi- 
atrics Subboard  of  Allergy  and  the  Ameri- 
can Board  of  Allergy  and  Immunology. 

Dr.  Caplinger  and  his  wife,  Marcia, 
have  five  children.  Dr.  Caplinger  has 
been  active  in  numerous  professional  so- 
cieties, civic  groups  and  church  activi- 
ties, and  he  is  the  author  of  many  scien- 
tific articles.  He  has  been  a member  of 
AMS  since  1973.  ■ 
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LOSS  PREVENTION 


The  surgeon 
recommended 
— but  did  not 
document  — 
continuing  to 
watch  the 
lesion  since  it 
had  already 
shown  some 
resorption. 
This  approach 
did  not  satisfy 
the  mother, 
and  on  her 
insistence, 
laser  surgery 
was 

scheduled. 


Exercise  Best  Judgement  to  Avoid  Suits 


J.  Kelley  Avery,  MD 

An  8-month-old  white  child  had  a heman- 
gioma involving  the  right  hand  in  a glove-like 
conformation  that  had  been  present  since 
birth.  The  mother,  who  was  a nurse,  was  un- 
derstandably very  concerned.  At  about  1 
month  of  age,  the  baby  was  seen  by  a repu- 
table dermatologist,  who  evaluated  the  lesion 
by  ultrasound  and  found  the  lesion  to  consist 
of  both  capillaries  and  venules. 

In  a letter  to  the  referring  pediatrician  he 
states,  “The  capillary  component  will  resorb 
spontaneously  over  the  next  few  years.  I don’t 
feel  any  therapy  is  warranted  at  this  time.”  On 
re-examination  at  2 months  of  age  the  lesion 
appeared  to  be  spreading  slowly  up  the  arm. 
No  therapy  was  recommended. 

Three  weeks  later  a small  area  appeared  in 
the  crease  of  the  wrist  on  the  dorsal  side  that 
was  open,  with  some  slight  drainage  and  red- 
ness. Analgesic  cream  and  antibiotics  were 
prescribed,  and  a month  later  a note  in  the 
physician’s  chart  stated,  “Some  definite  de- 
crease of  hematoma  — much  lighter.”  The 
antibiotic  (Bactrim)  was  continued,  and  clean- 
ing with  hydrogen  peroxide  was  prescribed. 

In  a letter  to  the  pediatrician:  “There  has 
been  considerable  resorption  of  the  massive 
hematoma.  During  resorption  of  the 
hemangiomatous  tissue,  the  blood  supply  to  the 
surface  is  frequently  compromised  resulting  in 
cutaneous  ulceration.  I have  been  teaching  the 
mother  skin  care  while  treating  the  patient 
with  a combination  of  topical  antibiotics,  an- 
algesics and  high-potency  anti-inflammatory 
agents.  Patient  has  tolerated  this  therapy  well 
with  good  resolution  of  the  ulcer.” 

Three  months  later  sonography  of  the  hand 
was  reported:  “Multiple  easily  compressible 
vessels  in  lesion  in  right  hand.  These  are  all 
consistent  with  venous  structures,  and  I do  not 
identify  any  arteries  within  the  lesion  itself.” 
The  mother  was  not  at  all  satisfied  with 
the  “wait-and-see”  approach  and  requested  re- 
ferral to  a pediatric  surgeon  known  to  be  skilled 
in  the  use  of  the  laser  technology.  The  surgeon 
recommended  — but  did  not  document  — 
continuing  to  watch  the  lesion  since  it  had 


already  shown  some  resorption.  This  approach 
did  not  satisfy  the  mother,  and  on  her  insis- 
tence, laser  surgery  was  scheduled. 

Nowhere  in  the  surgeon’s  notes  does  he 
refer  to  the  mother’s  attitude  toward  treatment 
of  her  child.  There  was  no  discussion  of  the 
planned  surgery  with  the  mother  that  pointed 
out  the  risks  and  benefits  of  the  procedure 
documented  in  the  medical  record.  It  seemed 
informed  consent  was  assumed. 

The  YAG  laser  was  used  on  the  dorsal  sur- 
face of  the  lesion  only,  since  the  hemangioma 
was  circumferential.  No  difficulties  were  en- 
countered with  the  surgery.  Ten  days  after  the 
surgery,  the  baby  was  brought  back  to  the  sur- 
geon who,  along  with  his  residents,  examined 
her.  The  resident’s  note  states,  “Parents  were 
concerned  with  the  darkened  eschar.  No  cel- 
lulitis was  present.  Bactroban  (an  antibiotic 
cream)  and  an  antibiotic  were  prescribed.” 

A week  later  the  patient  was  admitted  to 
the  hospital  for  intravenous  antibiotics,  whirl- 
pool debridement  and  further  evaluation  be- 
cause of  obvious  infection  of  the  eschar.  The 
admission  note  states,  “She  will  probably  need 
a skin  graft.”  The  discharge  summary  states, 
“During  hospital  course  consistently  ran  fe- 
ver 102°F  and  104°F.  Blood  cultures  revealed 
no  growth.  Tissue  cultures  revealed  coagulase- 
negative  staphylococcus  aureus.  Wound  im- 
proved with  most  of  eschar  removed.  Being 
discharged  on  oral  antibiotics  she  received  in 
hospital.” 

The  eschar  and  the  infection  resulted  in 
the  exposure  of  some  of  the  tendons  on  the 
dorsal  surface  of  the  wrist  and  hand,  requir- 
ing the  intervention  of  a plastic  surgeon. 
Multiple  reconstructive  procedures  followed, 
including  tendon  lengthening  surgery.  Re- 
peatedly, the  surgical  approach  to  some 
contractures  in  the  hand  was  necessary.  On 
one  occasion,  the  patient  was  sent  to  a noted 
hand  surgeon  in  Louisville,  Ky.,  for  examina- 
tion and  opinion.  She  was  told  that  there  had 
been  some  radiation  damage  to  some  of  the 
hones  in  the  hand  and  growth  would  be  af- 
fected. Functionally,  the  child  has  a fairly  good 


440  • The  Journal 


Volume  96 


right  hand,  but  cosmetically  the 
outcome  is  far  from  satisfactory.  She  is 
left  handed,  but  her  mother  states  that 
the  use  of  the  right  hand  is  compro- 
mised significantly  in  the  child’s  nor- 
mal daily  activities. 

A lawsuit  was  filed  when  the  pa- 
tient was  about  4 years  old  charging 
the  surgeon  with  negligence  because 
he  was  not  qualified  to  do  the  surgery, 
using  the  wrong  type  of  laser,  lack  of 
informed  consent  and  negligent  per- 
formance of  the  procedure.  A large  six- 
figure  settlement  was  necessary  to  end 
this  case. 

Loss  Prevention  Comments 

This  was  indeed  a case  where  two 
strong-willed  professionals  were  pit- 
ted against  each  other.  The  nurse 
mother  was  a highly  trained  profes- 
sional who  taught  in  nursing  school, 
worked  as  the  director  of  a special  care 
unit  in  a large  tertiary  hospital  and 
wanted  the  best  care  for  her  daugh- 
ter. The  physician  was  a highly 
trained  surgeon  and  a teacher  in  a 
large  academic  institution.  He  had 
become  a recognized  authority  in  the 
use  of  the  laser  in  surgery  and  seemed 
to  have  been  maneuvered  into  doing 
definitive  surgery  after  he  had  coun- 
seled the  mother  to  wait.  It  is  obvi- 
ous from  the  record  that  the  derma- 
tologist, who  documented  on  at  least 
two  occasions  that  in  time  much  of 
the  hemangioma  would  resolve,  was 
pressured  by  events  and  the  mother’s 
insistence  to  consult  the  surgeon.  He 
even  documented  that  some  of  the  le- 
sion was  resolving  at  the  time  the  re- 
ferral occurred. 

The  development  of  the  superfi- 
cial skin  erosion  and  infection  seemed 
to  indicate  to  the  mother  that  the 
course  being  followed  was  not  the  right 
one.  The  defendant  surgeon  stated  in 
his  deposition  that  he  had  counseled 
that  the  best  course  was  to  defer  de- 
finitive treatment  for  two  or  three 
years.  The  mother  was  not  happy  with 
this  approach  and  even  suggested  that 
she  wanted  the  laser  surgery  for  her 
daughter. 


After  the  surgery  when  compli- 
cations developed,  the  mother 
thought  the  surgeon  to  be  inatten- 
tive to  her  daughter.  According  to 
the  record,  the  attending  physician 
would  make  rounds  on  his  patient, 
make  some  comment  to  the  mother 
and  then  leave  the  room  for  his  jun- 
ior associates  to  deal  with  postopera- 
tive questions,  treatments  and  ex- 
planations. One  incident  that  the 
mother  would  describe  later  as  typi- 
cal was  on  an  unscheduled  visit  to 
the  doctor’s  office  because  of  the 
advance  of  the  infection  when  the 
child  was  seen  by  a junior  associate 
who  said  that  the  patient  should  be 
admitted  to  the  hospital  for  intra- 
venous antibiotics,  only  to  have  the 
surgeon,  who  appeared  annoyed, 
cancel  the  plans  for  admission  and 
leave  the  room  without  addressing 
the  mother.  Five  days  later  the 
mother  phoned  the  doctor’s  office  to 
be  seen  that  day  and  when  asked  to 
come  in  the  next  day  “begged”  that 
he  meet  them  in  the  emergency  de- 
partment. He  came  to  the  emer- 
gency department,  looked  at  his  pa- 
tient and  said,  “It  doesn’t  look  as  bad 
as  I thought  it  would,”  whereupon 
he  left  the  room,  and  his  junior  as- 
sistant processed  the  admission.  By 
this  time,  the  mother,  according  to 
her  own  statement,  was  thoroughly 
frustrated  and  angry. 

In  the  investigation  subsequent 
to  the  lawsuit,  the  most  frequent 
comment  was  that  the  lesion  should 
not  have  been  treated  definitively 
until  much  later,  after  the  resolution 
of  the  capillary  portion  of  the  he- 
mangioma had  occurred  and  the 
child  had  grown  in  size.  Other  ex- 
perts commented  that  the  deep  dam- 
age done  to  the  skin  by  the  surgery 
may  have  been  responsible  for  creat- 
ing the  favorable  site  for  the  staphy- 
lococcus aureus  infection. 

Jousting  played  a part  in  this 
mother’s  deep  resentment  of  the  sur- 
geon. A resident  seemed  to  go  out  of 
his  way  to  criticize  the  surgeon  as  to 
his  uncaring  and  unfeeling  attitude. 


The  depth  of  this  doctor’s  criticism  led 
the  mother  to  report  the  surgeon  to 
the  State  Board  of  Medical  Examin- 
ers in  addition  to  the  malpractice  suit 
that  had  been  filed  against  him. 

The  anger  brought  on  by  what  the 
mother  interpreted  as  uncaring  behav- 
ior by  the  physician,  the  bad  result  in 
the  development  of  the  deep  eschar 
and  infection  and  the  years  of  restor- 
ative care  required  to  achieve  a func- 
tional hand,  resulted  in  circumstances 
that  brought  about  the  decision  that 
the  large  six-figure  settlement  was  in 
the  physician’s  best  interest. 

In  this  situation  there  should  have 
been  a pointed  effort  on  the  part  of 
the  physician  to  understand  the  atti- 
tude of  the  nurse,  and,  therefore,  to 
take  more  time  to  address  her  con- 
cerns all  along  the  way.  It  is  never  a 
good  idea  for  the  physician  to  allow 
the  pressure  of  patient  or  family  to 
push  him  or  her  into  a treatment  plan 
that  is  not  clinically  appropriate.  It 
would  appear  from  the  record  that  this 
lesion,  as  unhappy  as  it  made  every- 
body, should  have  been  watched  for  a 
much  longer  period.  When  the  deci- 
sion was  made  to  do  the  laser  surgery, 
the  physician  should  have  been  very 
careful  to  explain  just  what  they  were 
getting  into,  the  negatives,  includ- 
ing infection,  the  alternative  of  wait- 
ing for  maximum  resorption  of  the 
lesion  and  truly  having  an  informed 
consent  by  the  parents.  As  physicians, 
we  are  trained  to  exercise  our  best 
judgment  in  the  care  of  our  patients. 
In  this  case,  that  was  not  done,  and  a 
long  painful  legal  experience  devel- 
oped for  both  of  the  professionals  in- 
volved. ■ 

The  case  of  the  month  is  taken  from 
actual  Tennessee  closed  claims.  An  at- 
tempt is  made  to  fictionalize  the  material 
in  order  to  make  it  less  easy  to  identify. 
Dr.  A very  is  a member  of  the  Loss  Pre- 
vention Committee,  State  Volunteer 
Mutual  Insurance  Co.,  Brentwood, 
Term.  This  article  appeared  in  the  March 
2000  issue  o/Tennessee  Medicine.  It  is 
reprinted  with  permission. 
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History: 

A 34'year-old  woman  pre- 
sented  with  lower  abdominal  pain 
and  tenderness,  flank  pain  and 
spiking  fever  two  weeks  after  cae- 
sarean  section.  A CT  of  the  abdo- 
men  and  pelvis  was  performed. 

Diagnosis: 

Ovarian  vein  thrombosis 

Findings: 

CT  shows  an  enlarged  throm- 
bosed right  ovarian  vein  as  a tu- 
bular structure,  which  extends 
from  the  level  of  the  uterus  into 
the  inferior  veins  cava  just  above 
the  level  of  the  right  renal  vein 
(Fig.  2 and  Fig.  3).  There  is  supra- 
renal extension  of  thrombus  into 
the  IVC(Fig.l). 

Discussion: 

Before  the  advent  of  cross-sec- 
tional imaging  methods,  OVT  was 
difficult  to  diagnose.  Most  cases 


Figures'! -4.  CT  scan  of  the 
abdomen  and  pelvis. 
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were  diagnosed  at  surgery.  Diagnosis 
of  OVT  using  CT  was  first  reported 
in  1981.  Since  then,  the  CT, 
sonographic  and  MR  imaging  findings 
of  this  entity  have  been  well  described, 
and  these  methods  have  been  shown 
to  be  reliable  for  detecting  OVT. 

Characteristic  findings  on  con- 
trast-enhanced  CT  scans  include  di- 
latation of  the  ovarian  vein:  a low- 
attenuation  center  in  the  vein,  rep- 
resenting thrombus;  and  contrast  en- 
hancement of  the  walls  of  the  vein. 


The  thrombosed  vein  is  seen  as  a tu- 
bular structure  originating  in  the  re- 
gion of  the  adnexa  and  extending 
cephalad  in  the  retroperitoneal  region 
to  the  level  of  the  renal  veins.  On 
sonography,  the  thrombosed  vein  ap- 
pears as  an  anechoic  to  hypoechoic 
mass  extending  superiorly  from  the 
adnexa,  with  absence  of  flow  on  Dop- 
pler interrogation. 

Sonographic  visualization  is  fre- 
quently limited  by  overlying  bowel 
gas.  MR  imaging  findings  are  gener- 


ally those  of  a subacute  clot,  with  high 
signal  intensity  within  the  throm- 
bosed vein. 

In  the  postpartum  period,  three  fac- 
tors contribute  to  the  pathogenesis  of 
OVT:  increased  levels  of  circulating 
clotting  factors,  stasis  of  blood  flow  and 
damage  to  the  wall  of  the  vein.  OVT 
has  a 90%  right-sided  preponderance. 
The  left  ovarian  vein  is  generally 
spared  because  of  the  tendency  for  ret- 
rograde blood  flow  to  that  side  in  the 
postpartum  period.  The  right  ovarian 
vein  also  is  the  longer  of  the  two  and 
contains  multiple  incompetent  valves, 
which  may  act  as  sites  of  stasis  or  ni- 
duses for  thrombosis. 

Even  with  the  availability  of  CT 
and  sonography,  diagnosis  may  be  de- 
layed because  the  syndrome  is  an  ac- 
curate mimic  of  more  common  con- 
ditions such  as  endometritis,  appen- 
dicitis and  pyelonephritis,  and  clini- 
cal suspicion  may  be  misdirected. 
Complications  of  OVT  include  sep- 
tic pulmonary  embolism  and  ureteral 
obstruction.  Treatment  usually  in- 
volves antibiotics  and  anticoagula- 
tion, with  surgery  reserved  for  failure 
of  medical  treatment.  ■ 
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SPECIAL  ARTICLE 


The  Use  of  Instant  Medical 
History  in  a Rural  Clinic 

Case  Study  of  the  Use  of  Computers  in  an  Arkansas  Physician’s  Office 


By  Barry  Pierce,  MS 

This  study  evaluated  the  acceptance  of  using  computers  to  take  a medical  history  by  rural  Arkansas  patients.  Sex, 
age,  race,  education,  previous  computer  experience  and  owning  a computer  were  used  as  variables.  Patients  were  asked  a 
series  of  questions  to  rate  their  comfort  level  with  using  a computer  to  take  their  medical  history.  Comfort  ratings  ranged 
from  30  to  45,  with  a mean  of  36.8  (SEM=0.67) . Neither  sex,  race,  age,  education,  owning  a personal  computer,  nor 
prior  computer  experience  had  a significant  effect  on  the  comfort  rating.  This  study  helps  alleviate  one  of  the  concerns  — 
patient  acceptance  — about  the  increasing  use  of  computers  in  practicing  medicine. 


Introduction 

It  has  long  been  recognized  that  computers  could  aid  in 
the  delivery  of  health  care.  Warner  Slack  used  computers  to 
screen  patients  more  than  25  years  ago  with  the  forecast,  “com' 
puter  interviewing  holds  the  promise  of  directly,  consistently 
and  accurately  gathering  the  medical  history.”1,2  The  primi- 
tive  software  and  massive  hardware  required  for  computers  at 
that  time  limited  their  use  to  only  a few  tasks. 

Most  of  the  anxiety  and  fear  associated  with  the  use  of 
computers  is  disappearing.  Medical  records  have  been  com' 
puterized,  reference  material  digitized,  and 
educational  resources  automated.  Physi- 
cians are  using  computers  to  help  with  di- 
agnoses, monitor  patient  progress  and  to 
select  and  keep  track  of  prescriptions.  Re- 
cent studies  have  shown  that  with  the  ad- 
vancement of  computer  technology  over 
the  last  several  years  and  its  wide  spread 
use  in  everyday  life,  it  is  now  practical  to 
use  this  as  an  added  tool  in  gathering  the 
medical  history.2'7 

The  use  of  patient-driven  interview 
software  to  generate  the  subjective  medi- 
cal history  can  help  speed  diagnosis.  Many 
believe  that  this  computer  revolution  in 
medicine  will  help  improve  patient  care 
hy  helping  to  manage  the  mountain  of  pa- 
tient data  associated  with  the  practice  of 
medicine  today. 2'4,7,8  Others  are  concerned 
that  the  use  of  computers  in  the  exam  room 
may  actually  hinder  patient  care  by  inter- 
fering with  the  doctor/patient  relationship. 941 

Francois  Gremy,  MD,  professor  of  public  health  at  the 
University  of  Montpellier  in  France,  put  the  use  of  this  “high- 
tech”  tool  into  perspective  in  his  presentation  to  the  1993 
Symposium  on  Clinical  Applications  in  Medical  Care.  “Al- 


though informatics  can  be  helpful  in  the  treatment  of  disease, 
it  is  useless  in  the  treatment  of  the  patient,”  Dr.  Gremy  said. 
“But  it  can  alleviate  [our]  analytic,  intellectual  work,  save  part 
of  our  time  and  make  us  more  available  to  meet  the  patients 
needs  and  wishes.  So  the  most  inhuman  science  may  be  a con- 
tributor to  the  reintroduction  of  some  humanity  into  our  pro- 
fession.” 5 

In  taking  a history  of  a patient’s  illness,  all  physicians  in- 
clude a review  of  systems  in  an  initial  evaluation.  Dr.  Allen 
Wenner,  a practicing  family  physician, 
computer  consultant  and  teacher  at  the 
University  of  South  Carolina  in  Colum- 
bia, said,  “With  any  illness,  a limited  re- 
view of  the  organ  system  involved  is  done. 
Computerization  of  a review  of  systems 
is  appropriate  because  the  process  is  re- 
petitive, time-consuming  and  monoto- 
nous. The  computer’s  strength  lies  in  its 
ability  to  quickly  and  accurately  do  te- 
dious tasks  as  many  times  as  needed.”  By 
reducing  time  consuming  history  that  is 
essential  to  diagnosis,  the  physician  can 
concentrate  the  entire  interview  on  treat- 
ing the  patient.  Also,  documentation  is 
clear  that  appropriate  data  was  gathered 
from  the  patient.  Incorporation  of  the 
data  into  an  electronic  medical  record  sys- 
tem saves  significant  transcription  costs, 
eliminates  substantial  dictation  time  by 
the  physician  and  assures  medical  record 

completeness. 6,8 

With  the  ever-increasing  use  of  computer  in  the  practice  of 
medicine,  it  is  important  that  we  consider  the  impact  this  new 
presence  will  have  on  patients.  This  survey  concentrates  on 
the  use  of  computers  to  generate  the  subjective  history  of  pre- 
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senting  complaints  of  outpatients  in  a rural  Arkansas  clinic. 
The  purpose  of  this  study  is  to  determine  what  patients 
think  about  using  a computer  to  help  communicate  their 
problems  more  effectively  to  their  physicians.  Consider- 
ing this  statement,  we  will  look  at  the  practical  use  of 
computers  in  a rural  Arkansas  primary  care  clinic  by  an- 
swering the  following  question:  Will  a rural  Arkansas 
clinic  patient  accept  the  use  of  a computer  in  obtaining 
a medical  history  in  a walk-in  clinic? 
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Methods 

Instant  medical  history  software  was  used  in 
this  survey  to  evaluate  patients’  feelings  about  us- 
ing computers  to  take  their  medical  history.  The 
software  is  patient  driven  and  uses  a branching 
logic  to  interview  and  record  a full  medical  his- 
tory. It  asks  questions  in  a simple  multiple  choice 
format.  These  questions  are  the  same  type  that 
the  physician  would  normally  ask  in  a live  pa- 
tient interview.  The  patient  answers  the  ques- 
tions by  touching  the  first  letter  of  the  answer 
on  the  keyboard.  The  branching  logic  tech- 
nology uses  the  patient’s  responses  to  each 
question  to  initiate  additional  questions  that 
become  more  specific.  The  software  then 
translates  the  answers  into  medical  termi- 
nology for  review.  The  doctor  can  then  look 
at  the  data  before  seeing  the  patient  and 
have  a diagnosis  in  mind.  All  the  perti- 
nent negatives  are  done. 
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Interviewing  Software  Sample 
Questions  and  Output: 

Questions  to  Patient: 

• Do  you  have  a fever? 

• Was  your  fever  higher  than  102°F? 

• Did  you  have  shaking  chills? 

• Do  you  have  a sore  throat? 

• Do  you  have  a runny  nose? 

• Is  the  discharge  from  your  nose  green? 

• Do  you  have  a cough? 

• When  you  cough,  do  you  cough  up  any  phlegm  or  sputum? 

• Is  the  color  of  the  sputum  green? 

• Do  you  cough  up  more  than  a teacup  full  of  sputum  within 
24  hours? 

• Are  you  short  of  breath? 

• Does  your  chest  hurt  when  you  take  a deep  breath? 
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50%. 7,11  For  example,  a patient 
who  drinks  alcohol  will  automatically  be  asked  the  CAGE 
questionnaire.  Then  all  of  this  patient’s  data  can  be  directly 
transferred  into  their  electronic  record,  decreasing  filing  and 
dictation  and  improving  documentation. 

This  particular  software  was  chosen  because  of  its  ease  of 
use  and  availability.  It  is  a very  powerful  interviewing  tool. 
However,  this  study  is  more  focused  on  whether  patients  will 
accept  the  use  of  computers  (with  IMH  or  similar  software) 
to  help  in  collecting  and  relaying  their  medical  history  infor- 
mation to  their  physician. 


Output  to  Physician: 

Subjective:  Patient  has  fever,  >102,  chills,  pharyngalgia, 
purulent  rhinorrhea,  cough,  productive  greenish  sputum,  >2  oz 
sputum  24  hrs,  dyspnea,  pleuritic  chest  pain;  SOB,  Patient 
denies  otalgia,  seasonal  rhinorrhea,  headache,  symptoms  >3 
days,  tobacco  use.8 

The  program  also  can  be  used  for  other  things  such  as 
general  health  screenings  and  reminders.  Using  computers 
during  consultation  has  been  shown  to  improve  immuniza- 
tion rates  by  8%-18%  and  other  preventative  tasks  by  up  to 


Setting 

Stuttgart  Medical  Clinic  is  a large  primary  care  clinic  that 
schedules  patients  by  appointment  from  8 a.m.-5  p.m.  Mon- 
day-Friday.  The  clinic  is  staffed  by  nurses,  two  nurse  practi- 
tioners and  six  physicians.  The  clinic  sees  approximately  400 
patients  per  week  on  average  with  patients  ranging  from  pre- 
natal to  geriatric. 

Procedure 

Data  Gathering:  Patients  are  logged  in  to  the  clinic  at 
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the  front  desk  and  called  in  order.  Pa- 
tients  over  the  age  of  1 8 years  were  ran- 
domly  sampled  and  invited  to  partici- 
pate and  then  asked  to  complete  a form 
(Appendix  1)  on  how  they  feel  about 
computers  in  their  medical  care.  Pa- 
tients were  asked  to  give  their  name, 
age,  education,  ethnic  group,  zip  code, 
primary  language,  state  and  country  in 
which  they  were  bom.  They  were  then 
asked  if  they  would  use  a computer  to 
give  their  medical  history  for  that  day. 
Those  who  declined  to  participate 
were  to  be  asked  why  they  declined; 
those  that  did  participate  were  asked 
how  they  feel  about  using  a computer 
to  give  a medical  history.  They  were 
then  asked  to  name  a single  organ  sys- 
tem (skeletal,  nervous,  lungs)  that  was 
bothering  them.  Directions  for  using 
the  computer  were  on  the  computer 
screen.  The  number  of  questions  asked 
varied  based  upon  the  answers  given 
by  the  patient.  The  information  was 
printed  and  attached  to  their  charts  for 
the  day. 

Patients  were  then  asked  questions 
after  using  the  computer  about  their 
feelings  and  ideas  about  the  experi- 
ence. The  answers  to  this  second  set 
of  questions  were  then  totaled  to  yield 
an  overall  comfort  rating.  The  data  was 
then  analyzed  for  statistical  signifi- 
cance using  SigmaStat™.  Age  and 
education  were  collapsed  to  form 
groups  for  analysis.  Sex,  race,  previous 
computer  experience  and  computer 
ownership  also  were  used  as  variables. 

Results 

Twenty-five  patients  were  selected 
and  asked  to  participate  in  the  survey. 
All  25  agreed  to  participate.  The  ef- 
fects of  variables  (e.g.,  sex,  race)  on 
comfort  rating  was  examined.  Comfort 
ratings  ranged  from  30  to  45,  with  a 
mean  of  36.8  (SEM=0.67). 

Of  those  enrolled  in  the  survey, 
60%  were  female  and  40%  were  male, 
compared  to  about  62%  and  38%  re- 
spectively for  the  overall  clinic  popu- 
lation for  June  1998.  Age  data  was  col- 
lapsed to  form  two  groups,  those  50 
years  of  age  and  older  and  those 
younger  than  50  years  of  age.  Educa- 
tion also  was  collapsed  to  form  two 
groups  for  comparison.  Education 
group  one  included  persons  with  12  or 


less  years  of  education,  and  group  two 
included  patients  with  greater  than  12 
years  of  education.  All  25  of  the  par- 
ticipants had  been  to  the  clinic  before, 
and  none  had  ever  used  a computer  to 
give  a medical  history.  Slightly  less 
than  half  ( 1 1 ) of  those  in  the  survey  had 
never  used  a computer  before,  with  less 
than  a third  (28%)  having  their  own 
computer. 

Neither  sex  nor  race  had  a signifi- 
cant effect  on  the  comfort  rating  with 
p=0.760  and  p=0.761  respectively.  Age 
and  education  were  crosstabulated  and 
as  one  might  expect,  the  patients  in  age 
group  one  (50  years  or  older)  were  more 
likely  to  have  a greater  than  high  school 
education  (education  group  two)  than 
age  group  two  (less  than  50  years),  which 
may  explain  the  similarities  in  the  mean 
scores  between  the  two  variables.  How- 
ever, neither  had  a significant  effect  on 
the  comfort  rating  with  p values  of  0.529 
for  age  and  0.588  for  education  level.  Prior 
computer  experience  also  did  not  increase 
the  patients  comfort  level  (based  on  rat- 
ing score)  with  the  computerized  medi- 
cal history,  nor  did  owning  a personal 
computer. 

Discussion 

Although  this  was  only  a small 
study  with  a limited  sample  size,  none 
of  the  variables  studied  had  a signifi- 
cant effect  on  the  comfort  rating  score. 
Some  significant  effect  may  be  seen 
with  a larger  sample  size,  which  was  not 
possible  with  this  study  due  to  person- 
nel and  time  constraints.  Further  stud- 
ies should  include  a larger  sample  size 
and  a comparison  to  urban  medical 
clinics.  A similar  study,  looking  at  com- 
fort ratings  of  indigent  patients,  is  be- 
ing conducted  at  New  Orleans’  Char- 
ity Hospital  by  Dr.  John  Dugaw  in  the 
department  of  family  medicine. 

The  patients  in  this  survey  all 
seemed  to  be  comfortable  (Mean  Com- 
fort Rating=36.8)  with  using  the  IMH 
software,  regardless  of  their  sex,  age, 
race,  education  or  computer  experi- 
ence. This  shows  that  even  in  rural  ar- 
eas, people  have  accepted  computers 
into  their  daily  lives.  This  acceptance 
of  using  the  IMH  software  (and  similar 
programs)  makes  is  easier  for  physicians 
to  make  the  change  themselves  to  a 
more  computer-based  office.  By  doing 


so,  they  can  increase  their  efficiency 
and  possibly  even  be  able  to  spend  more 
quality  time  with  patients.  It  also  has 
the  benefit  of  the  patient  seeing  that 
their  physician  is  familiar  with  the  lat- 
est technology  in  caring  for  his/her  pa- 
tients. Medicine  is  such  an  information 
intensive  profession,  it  makes  sense  that 
the  better  you  can  manage  patient  in- 
formation, the  better  you  will  he  able 
to  care  for  your  patients. 

As  stated  earlier,  computers  in  the 
physicians’  office  can  help  in  many  other 
ways.  In  an  article,  “Computers  in  Fam- 
ily Practice,”  Randall  Oates,  MD,  a prac- 
ticing family  physician  in  Springdale, 
Ark.,  and  founder  of  DOCS  Inc.,  dis- 
cussed other  uses  for  computers.  He  de- 
scribes their  use  in  reviewing  the  latest 
diagnostic  infonnation.  Also,  he  pointed 
out  how  computers  can  help  eliminate 
problems  with  drug  interactions.6 

There  is  now  a growing  popularity 
towards  the  use  of  handheld  and 
palmtop  computers  in  the  medical 
field.  These  smaller  machines  over- 
come many  of  the  problems  incurred 
with  trying  to  use  laptop  computers 
during  the  patient  exam.  Their  uses 
range  from  a method  to  track  patients 
to  keeping  schedules  and  reference 
material  easily  accessible.  Since  bill- 
ing codes  can  be  kept  with  the  physi- 
cian at  all  times,  he/she  can  enter  this 
information  into  the  patient’s  file 
while  visiting  with  the  patient,  sav- 
ing the  time  (and  expense)  of  having 
someone  to  code  procedures  later. 

One  of  the  biggest  obstacles  to  us- 
ing this  new  technology  is  the  learn- 
ing curve  on  the  physicians’  part. 
Computer  training  is  offered  only  to  a 
small  extent,  if  at  all,  in  most  medical 
schools.  Some  studies  show  that  com- 
puter based  clinical  programs  are  not 
as  widespread  as  we  might  think,  for  this 
very  reason.6, 7 This  lack  of  training  also 
was  identified  as  a reason  for  lack  of  ef- 
fectiveness of  some  computer-based 
clinical  support  systems.11  Many  schools 
are  starting  to  make  computer  training 
a prerequisite  for  entering  medical 
school.12  And  more  and  more  hospitals 
are  going  to  electronic  medical  records. 

As  we  move  up  the  learning  curve  and 
technology  becomes  more  user-friendly, 
we  will  see  more  and  more  physicians  en- 
tering the  computer  age.  Many  patients 
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are  already  more  computer  savvy  than 
their  doctors  are.  As  this  study  showed, 
even  patients  in  rural  Arkansas  are 
comfortable  with  computers  in  the 
exam  room.  It  is  time  physicians  em- 
brace this  new  technology  and  use  it  to 
its  full  potential.  Once  this  happens,  phy- 
sicians and  their  patients  will  begin  to 
benefit  from  computer  assisted  medical 
practice. 
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PEO PLE+E VE NTS 


New  officers  for  the  Medical  Student  Section  of  the  AMS  for  2000:  From  left  to  right, 
Charles  Masheh,  vice  president;  Dwight  Johnson,  president;  Heather  Diemer,  alternate 
delegate;  Matthew  Kincade,  secretary -treasurer;  and  Blake  Geren,  delegate. 


HONORED 

UAMS  Students, 
Resident  Win 
National  Award 

Two  medical  students  and 
a resident  at  the  University  of 
Arkansas  for  Medical  Sciences 
were  chosen  as  part  of  50  out- 
standing young  medical  profes- 
sionals honored  by  the  Ameri- 
can Medical  Association  Foun- 
dation at  the  AMA’s  annual 
National  Leadership  Develop- 
ment Conference  in  Miami. 

Erik  Shultz,  a third  year 
medical  student;  Sandra 
Marchese  Johnson,  MD,  a der- 
matology resident;  and  Charles 
Caldwell  Mashek,  a second 
year  medical  student,  were 
honored  with  the  AMA 
Foundation’s  Leadership 
Awards. 

Twenty-five  medical  stu- 
dents and  25  resident  and  fel- 
low physicians  were  honored 
for  their  exceptional  leadership 
among  their  peers  and  their 
achievements  in  non-clinical 
community  activities. 

Shultz,  outgoing  president 
of  the  Medical  Student  Section 
of  the  Arkansas  Medical  Soci- 
ety, was  winner  of  the  AMA 
Alliance  Scholarship  in  1999 
and  a NASA  Space  Grant 
Consortium  Award  winner  in 
1 994-  He  was  named  one  of  the 
Outstanding  Young  Men  in 
America  in  1998. 

Johnson,  chainnan  of  the 
Resident  and  Fellows  Commit- 
tee of  the  American  Academy 
of  Dermatology,  also  serves  on 
the  AAD’s  board  of  directors 
and  on  several  local  medical 
committees. 

Mashek  is  vice  president  of 
the  Medical  Student  Section  of 
the  AMS.  Before  medical 


school,  he  was  a com- 
missioned officer  in 
the  Arkansas  Army 
National  Guard, 
where  he  has  served 
for  more  than  10  years. 

Physicians 
Receive  Award 
from  AMA 

Each  month  the 
American  Medical 
Association  presents 
the  Physician’s  Recognition 
Award  to  those  who  have 
completed  acceptable  pro- 
grams of  continuing  educa- 
tion. 

PRA  recipients  in  Febru- 
ary included  Dr.  James  T. 
Henry  of  Little  Rock;  Dr. 
Dale  E.  Johnston  of  Little 
Rock;  Dr.  Gregory  A. 
Kendrick  of  Conway;  Dr.  Ed- 
ward Loebl  of  Little  Rock; 
Dr.  Gail  Ann  McCracken  of 
Little  Rock;  Dr.  Lisa  Kay 
McGraw  of  Rogers;  Dr.  An- 
gela Kay  Nutt  of  Little  Rock; 
Dr.  Scot  Joseph  Snodgrass  of 
Jonesboro;  and  Dr.  Hoy 
Barksdale  Speer  of  Stuttgart. 

Medical  Student 
Honored  for 
Recruitment 

At  a recent  meeting  of  the 
Medical  Student  Section  ol  the 
AMS,  April  Davidson,  secre- 
tary/treasurer  for  1999-2000, 
was  recognized  for  her  recruit- 
ment of  new  members. 
Davidson’s  efforts  resulted  in  a 
95  percent  recruitment  of  the 
entering  freshman  class.  This 
also  was  recognized  at  the  Re- 
gional AMS-MSS  meeting  in 
New  Orleans  last  fall  as  being 
significantly  above  the  average 
for  Region  3 of  the  AMS- 
MSS. 


ELECTED 

New  Medical  Students 
Elected  AMS  Officers 

Officers  were  recently 
elected  for  the  medical  student 
section  of  the  Arkansas  Medi- 
cal Society.  New  officers  are 
Dwight  Johnson,  president; 
Charles  Mashek,  vice  presi- 
dent; Matthew  Kincade,  sec- 
retary/treasurer; Blake  Geren, 
delegate;  and  Heather  Diemer, 
alternate  delegate. 

Johnson  is  a sophomore 
medical  student  from  Scranton 
who  entered  medical  school 
after  a successful  career  as  an 
engineer.  He  is  a 1975  gradu- 
ate of  the  University  of  Arkan- 
sas and  has  a master’s  degree  in 
industrial  engineering  from  the 
university. 

Mashek  is  from  Dardanelle 
and  is  a sophomore  medical  stu- 
dent. Before  medical  school,  he 
served  in  the  U.S.  Army,  where 
he  achieved  the  rank  of  cap- 
tain. Mashek  graduated  from 
Ouachita  Baptist  University 
with  a degree  in  mathematics. 
He  also  obtained  a master’s  in 
business  administration  from 
OBU. 

Kincade  is  a freshman 
medical  student  from  Mau- 
melle.  He  graduated  with  a 
bachelor’s  degree  in  political 


science  from  the  University  of 
Arkansas. 

Diemer,  a sophomore  medi- 
cal student,  is  from  Little  Rock. 
She  graduated  from  the  Univer- 
sity of  Arkansas  with  a bachelor’s 
in  biology.  She  also  worked  on 
her  master’s  of  science  in  coun- 
seling at  Fayetteville. 

Geren  is  a freshman  medi- 
cal student  from  Harrison.  He 
graduated  from  the  University  of 
Arkansas  as  a Senior  Scholar 
with  a bachelor’s  in  microbiol- 
ogy- 

Dr.  Proffitt  Named 
Hospital  Chief  of  Staff 

Danny  L.  Proffitt,  MD,  a 

family  practitioner  in 
Fayetteville,  was  elected  to  a 
two-year  term  as  chief  of  staff  of 
Washington  Regional  Medical 
Center  in  Fayetteville. 

He  has  been  a full-time  fac- 
ulty member  and  assistant  pro- 
fessor at  the  UAMS  AHEC- 
NW  Family  Practice  Residency 
Program  in  Fayetteville/ 
Springdale  since  1981.  He  has 
served  as  vice-chief  of  staff  at 
Washington  Regional  for  two 
years. 

Dr.  Proffitt  attended  Ar- 
kansas State  University  from 
1970-1974  and  obtained  a 
bachelor’s  in  zoology.  He  ob- 
tained a medical  degree  from 
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UAMS  in  1978  and  completed 
residency  education  in  family 
medicine. 

He  is  married  to  Anita  Kirk 
Proffitt,  and  they  have  three 
sons,  twins  David  and  John,  15, 
and  Andrew,  12. 

Washington  Regional  is  a 
294-bed  acute  care  medical  cen- 
ter with  more  than  250  staff  phy- 
sicians. 


OBITUARIES 

Gastor  Bernard 
Owens,  MD 

Dr.  Gastor  Bernard  Owens 

of  Morrilton  died  in  Enid,  Okla., 
March  2,  2000.  He  was  83. 

Dr.  Owens  was  bom  June 
30,  1916,  in  Little  Rock.  He 
graduated  from  Little  Rock 
High  School  and  went  on  to  get 
his  bachelor’s  degree  from 
Ouachita  Baptist  University  in 
Arkadelphia.  Dr.  Owens  gradu- 
ated from  the  University  of  Ar- 
kansas for  Medical  Sciences  with 
a medical  degree. 

He  had  a private  practice  in 
Morrilton  for  35  years. 

Survivors  include  his  wife, 
Martha  Owens;  daughters  Rose- 
mary Brenner  of  Harrisburg,  Va., 
and  Julia  Dennis  of  Memphis, 
Term.;  son  Ozzie  Crawford  and 
daughter-in-law  Brenda,  of 
Enid,  Okla.;  five  grandchildren; 
two  great-grandchildren;  two 
brothers;  and  a sister. 

Kathleen  Thomsen 
Hall,  MD 

Dr.  Kathleen  Thomsen 
Hall,  44,  died  in  Shrewsbury, 
Mass.,  March  6,  2000. 

Dr.  Hall  was  a prominent 
forensic  psychiatrist  who  prac- 
ticed in  Little  Rock  until  mov- 
ing in  1997. 

Dr.  Hall  was  living  in 
Shrewsbury,  Mass.,  where  she  re- 
cently completed  a psychiatry 
fellowship  at  the  University  of 
Massachusetts  Medical  Center. 
Before  moving  to  Massachusetts, 
Dr.  Hall  was  in  private  practice 
in  Little  Rock  for  12  years  and 
did  patient  work  at  St.  Vincent 
Infirmary  Medical  Center  and 
Baptist  Medical  Center.  She 
completed  her  psychiatric  resi- 


dency at  University  Hospital, 
where  she  was  chief  resident,  in 
1983.  She  received  her  medical 
degree  from  Loma  Linda  Univer- 
sity Medical  School  in  Loma 
Linda,  Calif. 

Dr.  Hall  also  served  as  leg- 
islative representative  and  com- 
mittee chairman  for  the  Arkan- 
sas Psychiatric  Society.  In  1996, 
she  initiated  and  became  chair- 
man of  the  Arkansas  Mental 
Health  Parity  Coalition,  which 
sought  to  achieve  equal  health- 
care benefits  for  patients  with 
mental  disorders.  She  received 
the  Arkansas  Psychiatric 
Society’s  Payton  Kolb  Award 
and  the  Exemplary  Psychiatrist 
Award  from  the  National  Alli- 
ance for  the  Mentally  III  for  her 
efforts. 

Survivors  include  her 
daughter,  Valerie  Noel  Hall; 
mother  Grace  Thomsen;  and 
sister  Christina  Thomsen.  She 
is  the  widow  of  Jon  Hall,  a clini- 
cal psychologist. 

Joy  Lucretia  Deere,  MD 

Dr.  Joy  Lucretia  Deere,  65, 
of  El  Dorado,  died  Oct.  10, 

1999,  at  the  Medical  Center  of 
South  Arkansas  in  El  Dorado. 

Bom  in  Dallas  to  Albert  T. 
and  Jimmie  Carter  Deere,  Dr. 
Deere  graduated  from  medical 
school  in  1959.  She  is  buried  at 
Laurel  Land  Memorial  Park  in 
Dallas. 

Thomas  H.  Hickey,  MD 

Dr.  Thomas  H.  Hickey, 

75,  of  Morrilton,  died  Peh.  17, 

2000. 

A descendent  of  a pioneer 
family,  Dr.  Hickey  was  bom  in 
London  in  Pope  County.  He 
served  three  years  in  the  U.S. 
Army  during  World  War  II, 
earning  the  Bronze  Star  Medal. 

Dr.  Hickey  graduated  from 
the  Arkansas  School  of  Medi- 
cine in  Little  Rock  in  195 1 . He 
began  his  career  in  Atkins,  but 
then  moved  to  Morrilton  in 
1952  and  practiced  medicine 
there  for  47  years. 

In  addition  to  serving  as 
mayor  of  Morrilton  for  17  years, 
Dr.  Hickey  was  a former  chief 
of  staff  at  the  Conway  County 


Hospital  — now  St.  Anthony’s 
Healthcare  Center — past  presi- 
dent of  the  Conway  County 
Medical  Society  and  medical 
director  of  Morrilton’s  two  nurs- 
ing homes  for  20  years.  He  had 
been  appointed  to  the  Arkan- 
sas Health  Services  Board  by 
former  Gov.  Bill  Clinton. 

Dr.  Hickey  was  preceded  in 
death  by  his  first  wife,  Ruth  Vir- 
ginia Newton,  but  is  survived  by 
his  second  wife  of  1 7 years,  Ha- 
zel J . Hickey. 

Ben  H.  Cheek,  MD 

Dr.  Ben  H.  Cheek,  76,  of 

Conway,  died  Peb.  21,  2000. 

Bom  in  Plorence,  S.C.,  Dr. 
Cheek  was  a graduate  of  the 
Medical  University  of  South 
Carolina.  He  was  base  physician 
at  Pine  Bluff  Arsenal  before 
working  for  the  Directorate  of 
Biological  Operations  there.  He 
retired  as  medical  director  for 
the  Jefferson  County  Compre- 
hensive Care  Center  in  1989. 


Dr.  Cheek  was  honored  as 
College  of  Charleston  Alumnus 
of  the  Year  in  1990,  and  he  and 
his  wife  established  the  Ben  and 
Prances  Cheek  Scholarship 
there. 

He  is  survived  by  his  wife, 
Prances  Tidwell  Cheek,  one  son 
and  daughter-in-law,  one  step 
son,  one  brother,  two  grandchil- 
dren, two  step  granddaughters 
and  one  great-great  grand- 
daughter. 

Buford  Milton 
Gardner  Sr.,  MD 

Dr.  Buford  Milton 
Gardner,  Sr.,  80,  of  Star  City, 
died  Peb.  10  in  Little  Rock. 

He  was  bom  April  26, 1919, 
in  Ashley  County.  Dr.  Gardner 
graduated  from  Arkansas  A&M 
College  in  Monticello  and  re- 
ceived his  medical  degree  from 
the  Arkansas  Medical  School, 
now  the  University  of  Arkan- 
sas for  Medical  Sciences,  in 
1 942 . He  began  his  family  prac- 


MEMORIAL  RESOLUTION 

Thomas  Dale  Alford,  MD 

Whereas,  the  members  of  the  Pulaski  County  Medi- 
cal Society  are  sincerely  saddened  by  the  recent  death  of 
an  esteemed  colleague,  Thomas  Dale  Alford,  MD;  and 

Whereas,  he  was  a loyal  member  of  this  Society  for 
52  years;  and 

Wheras,  Dr.  Alford’s  patriotism  was  evidenced  by  his 
service  as  a U.S.  Army  surgeon  during  World  War  II;  state 
commander,  American  Legion;  membership  in  Veterans 
of  Poreign  Wars,  and  disabled  American  Veterans  Asso- 
ciation; and 

Whereas,  Dr.  Alford’s  concern  for  the  greater  com- 
munity was  manifested  through  his  election  to  the  86th 
and  87th  U.S.  Congress  as  a representative  of  the  state  of 
Arkansas,  service  on  the  Little  Rock  School  Board,  Uni- 
versity of  Arkansas  at  Little  Rock  Board  of  Trustees,  found- 
ing member  of  St.  Mark’s  Episcopal  Church  and  numer- 
ous other  civic  organizations;  and 

Whereas,  Dr.  Alford’s  life  of  faith  in  God  and  service 
to  others  will  stand  as  an  enduring  example  to  his  fellow 
men; 

Be  it  therefore  resolved: 

That,  this  resolution  be  adopted  and  placed  in  the 
permanent  files  of  the  Society;  and 

That,  a copy  be  sent  to  Dr.  Alford’s  family  as  an  ex- 
pression of  our  heart -felt  sorrow;  and 

That,  a copy  be  made  available  to  The  Journal  of  the 
Arkansas  Medical  Society  for  publication. 

Adopted  Peb.  15,  2000,  Board  of  Directors. 
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tice  in  Star  City  in  1943.  From  1958-1961, 
he  practiced  at  the  Veterans  Administration 
Hospital  in  Fayetteville.  Gardner  eventu- 
ally returned  to  his  practice  in  Star  City  and 
retired  in  1980. 

He  was  active  in  the  Lions  International 
and  served  as  district  director  for  the  North- 
west Arkansas  area. 

Survivors  include  his  wife,  Darline 
Hickerson  Gardner  of  Star  City;  four  sons, 
Buford  Milton  Gardner  Jr.  of  Harrison, 
John  W.  Gardner  of  North  Little  Rock, 
Joseph  William  Gardner  of  Clinton  and 
David  Christian  Gardner  of  Virginia 
Beach,  Va.;  daughter  Karen  Gardner  of 
Lawton,  Okla.;  two  brothers,  1 1 grandchil- 
dren; four  step-grandchildren;  and  eight 
great-grandchildren.  ■ 


New  Members 


Lance  W.  Barton,  MD 

Specialty:  FP 
20  North  Aster 
Greenwood,  AR  72936 
(501)996-4111 

Paul  J.  Baxley,  MD 

Specialty:  CD 

3 Medical  Park  Drive,  Suite  306 
Benton,  AR  72015 
(501)315-4008 

Brian  H.  Blair,  MD 

Specialty:  Resident  - FP 
300  E.  Sixth  St. 

Texarkana,  AR  71854 
(870)  779-6001 

Timothy  Bowen,  MD 

Specialty:  CD 

7 Office  Park  Drive,  Suite  200 
Little  Rock,  AR  72211 
(501)  224-9001 

Stanley  Burns,  MD 

Specialty:  FP 
7709  State  Highway  107 
Sherwood,  AR  72120 
(501)  835-6800 

Joseph  Andrew  Bylak,  MD 

Specialty:  ORS 

101  Phoenix  Village  Mall,  Suite  A 
Fort  Smith,  AR  72901 
(501)  709-7002 

Federico  Carlos  De  Miranda,  MD 

Specialty:  PD 

1501  S.  Waldron,  Suite  202 
Fort  Smith,  AR  72903 
(501)452-8311 

Norbert  Delacey  Jr.,  MD 

Specialty:  OBG 
3104  Apache  Drive 
Jonesboro,  AR  72401 
(870)  972-8788 
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Alyson  Denson,  MD 

Specialty:  Resident  - PD 
800  Marshall  St. 

Little  Rock,  AR  72205 
(501)  320-1875 

Carolyn  Dillard,  MD 

Specialty:  FP 
209  Pointer  Trail 
Van  Buren,  AR  72956 
(501)  474-3399 

Jeffrey  Denton  Floyd,  MD 

Specialty:  FP 
1120  Lexington  Ave. 

Fort  Smith,  AR  72901 
(501)  709-7245 

Jason  Foster,  MD 

Specialty:  Resident  - PD 
800  Marshall  St. 

Little  Rock,  AR  72202 
(501)3204100 

Julea  Garner,  MD 

Specialty:  FP 

1995  U.S.  Highways  62-412 
Hardy,  AR  72542 
(870)  856-5620 

John  Newton  Gillespie,  MD 

Specialty:  OPH 
1 1321  Interstate  30,  Suite  303 
Little  Rock,  AR  72209 
(501)455-5656 

Anthony  Gordon,  MD 

Specialty:  FP 
4010  S.  Mulberry  St. 

Pine  Bluff,  AR  71603-7038 
(870)  541-6000 

Cheryl  Green,  MD 

Specialty:  R 

9601  Lile  Drive,  Suite  1100 
Little  Rock,  AR  72205 
(501)  227-5240 

Theodore  Jeff  Henning,  MD 

Specialty:  R 
P.O.  Box  390 
Mena,  AR  71953 
(501)  394-5891 

Keith  Franklin  Holder,  MD 

Specialty:  OM 
495 1 Old  Greenwood  Road 
Fort  Smith,  AR  72903 
(501)  484-4665 

Jorge  F.  Jimenez,  MD 

Specialty:  PTH 

1910  Malvern  Ave.,  Pathology  Dept. 
Hot  Springs,  AR  71901 
(501)  620-2458 

Noor  Kabani,  MD 

Specialty:  IM 

1609  W.  40th  Ave.,  Suite  207 
Pine  Bluff,  AR  71603 
(870)  534-7585 

James  Lee  Krupala,  MD 

Specialty:  OTO 
1408  W.  43rd  Ave. 

Pine  Bluff,  AR  71603 
(870)  535-5719 
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Air  Force  Healthcare. 
Good  Pay. 

Professional  Respect. 

Why  Do  You  Think 
We  Say  "Aim  High"? 

Experience  the  best  of  everything. 
Best  facilities.  Best  benefits. 
Outstanding  opportunities  for 
travel,  30  days  vacation  with  pay, 
training  and  advancement. 

For  an  information  packet  call 

1-800-423-USAF 

or  visit  www.airforce.com 

You'll  see  why  we  say,  "Aim  High." 


AIM  HIGH 


HEALTH  PROFESSIONS 


Fbr  the  Investments 
of  your  Life... 


INVESTING  is  not  “The  End.”  Investing  is  “The  Means.” 
The  desired  end  is  reached  by  planning,  growing  and 
finishing  well.  Our  expertise  is  implementing  investment 
strategies  that  best  empoweriw  plans  for  growing  and 
finishing  well. 

Clients  include  individuals,  retirement  plans,  trusts  and 
foundations.  All  enjoy  a competitive  fee-only  service. 

We  can  add  value  and  peace  of  mind  to  the  investments 
of  your  life. 

(Left  to  Right) : Bill Smith,  Keith  McCullough, 
Jim  Strami  and  Stephen  Chaffin 


SMITH 

CAPITAL 

MANAGEMENT 


Pleasant  Valley  Office  Center 
12115  Hinson  Road 
Little  Rock,  AR  72212 
501/228-0040  or  800/866-2615 
fax  501/228-0047 
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Strategies  for , 
Getting.All 
YouWant 
Out  of  fife 


Best  250  Financial  Advisers 


lwo  of  the  best  financial 
planners  in  the  nation  are 


THE  300  BEST  FINANCIAL  ADVISERS 


Worth 


medical 


t economic 


CINDY  CONGER  * 
MBA,  CPA/PFS,  CFP 


RICK  ADKINS 

MBA,  CFP,  ChFC 


They  can  he  found  at 
The  Arkansas 
Financial  Group. 

Here’s  what  the  editors  of 
Worth  and  Medical 
Economics  had  to  say: 


“The  Best  250 
Financial 
Advisers,  9/99” 

“ The  Best  300 
Financial 
Advisers,  9/98” 

“The  Best  250 
Financial 
Advisers,  10/97” 

“The  120  Best 
Financial 
Advisers  for 
Doctors,  7/27/98 ’ 


Since  1985,  we’ve 
been  helping  busy 
people  make  smart 
financial  decisions. 
So  next  time  you’re 
looking  for  objective 
answers  to  life’s  cru- 
cial financial  deci- 
sions, call  The  Arkansas  Finan- 
cial Group.  You’ll  be  in  great 
company. 


“Fee-only,  objective,  customized, 
comprehensive,  affordable  advice” 

The  Arkansas 
Financial  Group,  Inc. 
376-9051 

PHOTO:  KELLY  QUINN/TERRITORIAL  RESTORATION 


Union  Square  Guest  Quarters 


El  Dorado  visitors  can  get  a taste  of  historic  downtown  Union  Square  in  modem  digs  when  they  stay  at 
the  Union  Square  Guest  Quarters,  220  E.  Main  St.,  under  the  care  of  innkeeper  Esther  Sullivan  and  owners 
Richard  and  Vertis  Mason. 

The  Guest  Quarters  include  10  suites.  Eight  are  large  luxury  rooms  with  balconies  and  dressing  rooms, 
while  the  two  original  suites  are  completely  furnished  apartments  with  kitchens  and  washers  and  dryers.  The 
original  suites  were  built  in  1993,  and  the  new  ones  were  added  in  1999. 

Rooms  with  balcony  views  overlook  a soothing  fountain  or  offer  a fine  view  of  downtown’s  notable 
churches.  Suites  are  furnished  to  exude  Southern  charm,  from  primitive  to  classic  and  traditional  styles. 

The  Guest  Quarters  can  accommodate  up  to  28  guests.  There  also  is  a Guest  Quarters  reception  area  — 
an  1883  railroad  coach  adjoining  a larger  dining  area  — that  works  well  for  a variety  of  special  events. 

Guest  Quarters  visitors  receive  free  continental  breakfasts  at  one  of  two  restaurants,  The  House  of  Wylie 
or  The  Olde  Towne  Store.  Guests  also  have  access  to  a fitness  center. 

In  the  Corinne  Court  retail  complex  on  Main  Street,  the  Guest  Quarters  are  near  restaurants  and  more 
than  50  specialty  shops.  The  stunning  Rialto  Theater,  a restored  1929  art  deco  grand  movie  house,  is  a block 
away  and  shows  first-run  movies  on  three  screens. 

For  more  information  on  Union  Square  Guest  Quarters,  call  (870)  864-9700,  or  visit  the  web  site  at 
www.gibraltarenergy.com.  ■ 
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It’s  the  best  preemptive  strike  on  middle-age  yet.  With  a 185  hp 
Kompressor  engine,  the  C230  also  comes  standard  with  features  like 
the  Electronic  Stability  Program,  regular  scheduled  maintenance* 
and  24-hour  Tele  Aid**  assistance,  making  for  one  sweet  ride  at  an 
incredibly  attractive  price.  You’ll  feel  younger  and  a heck  of  a lot 
wiser  too.  The  C-Class,  starting  at  $31,7502 


Riverside  Motors,  Inc. 

1403  Rebsamen  Park  Road,  Little  Rock,  AR  (501)  666-9457 


tMSRP  for  a C230  Kompressor  at  $31 ,750  excludes  $645  transportation  charge,  all  taxes,  title/documentary  fees,  registration,  tags,  retailer  prep  charges,  insurance,  optional  equipment,  certificate  of  compliance 
or  noncompliance  fees,  and  finance  charges.  Prices  may  vary  by  retailer.  ‘As  called  for  by  the  Flexible  Service  System.  Wear  items  excluded.  Limitations  apply.  See  your  Mercedes  center  for  a copy  of  the  Mercedes- 
Benz  limited  warranty  and  details  of  The  Mercedes  Maintenance  Commitment.  "Tele  Aid  requires  consumer  subscription  for  monitoring  service,  connection  charge,  and  air  time.  Available  only  in  cellular  service 
areas.  First  year's  monitoring,  subscription,  monthly  access  fees,  and  30  minutes  of  air  time  included  at  no  cost.  See  retailer  for  details.  For  more  information,  call  1-800-FOR-MERCEDES,  or  visit  our  Web  site, 
www.MBUSA.com.  AIR  BAGS  ARE  A SUPPLEMENTAL  RESTRAINT  SYSTEM,  SO  REMEMBER  AIR  BAG  SAFETY:  BUCKLE  EVERYONE  AND  CHILDREN  IN  BACK!  © 2000  Authorized  Mercedes-Benz  Retailers 


Mercedes-Benz 


Pledging  commitment  is  one  of  the  most 
mportant  things  that  human  beings  can  do  for 
another.  It  means  I'll  do  only  my  best  for  you. 
fight  for  your  rights.  I'll  be  there  for  you. 


At  Snell  Laboratory  zve  make  that  type  of  commitment  to 
each  of  our  patients.  We  dedicate  ourselves  to  making 
them  as  comfortable  and  as  mobile  as  possible.  We  give 
them  back  as  much  of  their  former  life  as  zve  can. 


A Match  Made  In  Heaven. 


u ■!  i 


Our  computer-aided  design  and  manufacture 
(CAD/CAM)  system  makes  so  much  more  possible  in 
creating  custom-fit  prostheses  than  ever  before.  And 
new  lightweight,  space  age  materials  mean  more 
for  our  patients  with  custom  orthoses. 

So  regardless  of  what  responsibilities  your 


patients  agree  to  in  life,  from  going  out  to  play  to 
attending  a special  occasion,  our  commitment 
to  comfort  never  waivers. 

Snell  Prosthetic  and  Orthotic  Laboratory  has 
been  in  business  since  1911.  We've  said  "I  do"  to 
our  patients  since  day  one. 


Prosthetic  & Orthotic 
Laboratory 


THE  LATEST  IN  TECHNOLOGY.  THE  BEST  IN  CARE. 

Offices  located  in  Little  Rock,  Russellville,  Fort  Smith,  Mountain  Home,  Fayetteville,  Hot  Springs,  North  Little  Rock,  and  Jonesboro. 

Little  Rock  (501)  664-2624  • Statewide  Toll-free  1-800-342-5541 

Founding  Members  of  PrimeCare  O&P  Netivork  - serving  the  southern  United  States. 


TO  CIRCULATE 


Wert  "I 
Bookbindiag 

Grantville,  PA 
JAN-JUNE  2001 
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